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EDITOR’S COMMENT 


DAMLI’S discussion on the nature of malig- 
A nancy (p. 148) is an appropriate introduc- 
tion to two other articles on malignancy 
interesting not only in themselves but also because 
they present the attitude of the two schools of 
radiotherapy, the school of roentgen therapy 
and that of radium therapy. That German sur- 
geons should have brought roentgen therapy to a 
high degree of perfection, and that French 
gynecologists should favor radium in the radio- 
logical treatment of malignancy are logical de- 
velopments which have been favored by the 
varying economic and industrial conditions in 
the two countries. The symposium by Regaud, 
Beuttner, Recasens, and other French and British 
surgeons on the radium therapy of uterine cancer 
is an interesting and authoritative presentation 
of the subjects under discussion and furnishes a 
helpful summary of the results obtained. 

The fascinating and difficult field of neurologi- 
cal surgery is represented by three important dis- 
cussions in this month’s issue of the ABsTRACcT, 
that of von Eiselsberg on brain and spinal cord 
surgery (p. 94), that of Sargent on the treatment 
of central tumors (p. 92), and that of Shelden on 
secondary tumors of the brain (p. 91). The tribute 
of von Eiselsberg in his discussion of brain and 
cord surgery to the work of Cushing is a graceful 
acknowledgment of the debt of one distinguished 
surgeon to another. In the field of peripheral nerve 
surgery, mention should be made of the work of 
Frazier and Mosser (p. 93) in repairing the 
divided recurrent nerve by anastomosing its 
stump to the descendens hypoglossi and other 
nerves. 

Orthopedic surgeons will find many abstracts 
of interest in the section devoted to orthopedic 
surgery in this month’s issue. Worthy of particu- 
lar mention are the papers of Bowman and Goin 
(p. 129) on traumatic lesions of the spine, of Mas- 
sart and Ducroquet (p. 130) and of Calvé (p. 134) 
on the recognition and treatment of the abscesses 
of Pott’s disease, and of Sorrel and Sorrel-De- 


jerine (p. 133) on the treatment of the para- 
plegia of Pott’s disease. The last two emanate 
from the famous center for tuberculous patients 
at Berck-Plage in northern France. 

Two papers from the Mayo Clinic on subjects 
of particular importance to the urological surgeon 
are reviewed in the current issue of the AB- 
sTRACT, that of Mayo and Hendricks (p. 120) on 
exstrophy of the bladder, and of Bumpus (p. 121) 
on carcinoma of the prostate. Mayo and Hen- 
dricks have been able to collect sixty-six cases of 
exstrophy operated upon in the period from 1go1 
to 1926 by transplantation of the ureters into the 
rectum and by other methods. That twenty-five 
of twenty-nine patients who reported expressed 
themselves as satisfied with the result of the opera- 
tion indicates the possibilities of surgical treat- 
ment in a condition unusual both in occurrence 
and in the difficulties it offers to the surgeon. 
Bumpus, in an analysis of 1,000 cases of cancer of 
the prostate, concludes that surgical removal of 
the prostate followed by radiation constitutes the 
most satisfactory method of treatment at the 
present time. In cases of obstruction and diffi- 
culty in catheterization, cystostomy will prolong 
life and add to the patient’s comfort. 

In connection with the papers on urological 
surgery which have been mentioned, the studies of 
Feirer, Meader, and Leonard (p. 123) on the de- 
velopment of the drug-fast character and _ its 
bearing upon the management of urinary infec- 
tions and the demonstration of Neuswanger 
(p. 122) of the value of iodized oil in pyelography 
deserve special mention. 

Meisen’s description of the technique and re- 
sults obtained in the injection treatment of 
varicose veins (p. 140), Hipsley’s and Vickers’ 
reports on the hydrostatic and surgical treatment 
of intussusception (p. 103), and Graham’s de- 
scription of the treatment of abscess of the lung 
(p. 97) are only a few of the helpful and important 
abstracts found among the many others in this 
month’s issue. 
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Rea, R. L.: Plastic Repair of Perforation of the 
Cornea. Proc. Roy. Soc. Med., Lond., 1926, xix, 
Sect. Ophth., 45. 

Rea’s operation is a modification of Kuhnt’s 
keratoplasty. The conjunctiva is dissected from the 
limbus around half the circumference of the cornea, 
a straight incision is made through the conjunctiva 
from 4 to 6 mm. from the limbus, the walls of the 
perforation are carefully scraped, and the loose 
strip of conjunctiva is drawn over the wound and 
held by a suture on either side of the cornea. 

The lids are then kept closed for ten days, during 
which time the conjunctiva becomes adherent to the 
wound and new vessels grow into the substantia 
propria of the cornea, supplying the graft which fills 
the wound. The conjunctiva shrinks away, leaving 
only the denuded area covered. This is cut away 
with blunt pointed scissors. The lids are then closed 
for two days. When they are again allowed to move 
freely it is seen that there is a supply of blood 
vessels growing from the limbus through the cornea, 
supplying nourishment to the graft. As the latter 
shrinks in size these vessels disappear. 

This operation is used in cases of perforation by 
trauma, phlyctenular ulcers, and septic ulcers. 

Lyman A, Corps, M.D. 


Cutler, E. C.: The Surgical Significance of a 
Choked Disk. Ohio State M. J., 1926, xxii, 680. 


The author stresses the importance of ophthal- 
moscopy in the diagnosis of intracranial conditions 
and the recognition of papilloedema. When choked 
disk is found, the possibility of a brain tumor must 
be considered. Arachnoiditis, oxycephaly, and 
pachymeningitis hemorrhagica interna are tumor 
equivalents. Less common causes of papillocdema 
are sinusitis, arteriosclerosis, encephalitis, intra- 
cranial aneurism, and cerebral thrombosis. Con- 
genital lesions that may produce papilloedema are 
hydrocephalus and oxycephaly. 
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Hydrocephalus may be due to an occlusion of the 
aqueduct of Sylvius or the foramina of Magendie 
and Luschke or to failure of development of the 
arachnoid villi. Choked disk is rare in this condition 
because the parietes covering the brain readily yield 
before the increase of intracranial pressure. 

Oxycephaly is considered to be the result of 
premature closure of the fontanelles. There fre- 
quently occurs a considerable increase in the intra- 
cranial tension manifested by marked convolution 
pressure changes in the bones of the skull which 
may be seen in the roentgenogram and by deteriora- 
tion of vision secondary to papilloedema. For 
typical cases in which vision is threatened sub- 
temporal decompression is advocated. 

Cerebellar tumors are especially likely to cause 
marked or rapid increase in the intracranial tension 
by producing pressure on the canal of Sylvius 
obstructing the flow of cerebral fluid from the ven- 
tricles. The total amount of cerebrospinal fluid is 
between 60 and 150 c.cm. and is replaced every 
three or four hours so that the total twenty-four- 
hour secretion is from 360 to 720 c.cm. In cases of 
marked choked disk of relatively recent occurrence 
the lesion is likely to be found in the posterior fossa, 

Cerebral tumors increase intracranial tension by 
their bulk and their interference with cerebrospinal 
fluid circulation and may produce papilloedema by 
direct pressure on the optic nerves. As a rule the 
papilloedema due to a cerebral tumor is most marked 
on the side of the tumor. 

Tumors that bear a definite relation to the chiasm 
produce clinical pictures differing widely from those 
commonly associated with brain tumor; their chief 
characteristics are early distortion of the visual field 
and bodily changes evidencing altered pituitary 
secretion. Loss of vision occurs early; primary 
atrophy of the optic nerve and temporal hemianop- 
sia are frequent. 

Papilloedema may be produced also by other le- 
sions but is best considered a pressure phenomenon 
which must be explained on a physical basis. The 
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early recognition of choked disk or optic atrophy in 
cases with symptoms of intracranial disorder may 
insure proper therapy at a time when surgery can be 
of avail in the preservation of vision. 

Lyman A. Copps, M.D. 


EAR 


Shambaugh, G. E., and Holderman, J. W.: The 
Occurrence of Otosclerosis in the Etiology of 
Progressive Deafness. Arch. Otolaryngol., 1926, iv, 
127. 

The most frequent cause of progressive deafness 
resulting in a more or less severe handicap is oto- 
sclerosis. The pathological changes in the ear 
responsible for the impairment of hearing in this 
condition are always fixed or degenerative changes 
which cannot be altered by any form of treatment, 
local or general. 

Persons suffering from otosclerosis are frequently 
the victims of ruthless exploitation by medical 
quacks who advocate treatments such as attenuated 
irradiation of the pituitary body, local applications 
and manipulations by way of the eustachian tube, 
and the so-called ‘finger surgery’’ in the naso- 
pharynx, all of which are useless. Elaborate and 
expensive electrical devices are sold to restore, by 
the prolonged application of loud sounds, the func- 
tion of a conducting mechanism which is out of 
order because of bony ankylosis and the function 
of a nervous mechanism that has undergone degener- 
ative changes. Another ‘‘cure”’ widely advertised 
by special bulletins and articles in the daily papers 
represents an effort to commercialize the phenom- 
enon of paracusis willisiana. ‘This phenomenon, 
which is common in otosclerotic persons, is devel- 
oped by means of a rather elaborate electrical 
apparatus producing vibrations below the threshold 
of hearing, and the hope is held out that, by pro- 
longed and repeated applications of the vibrations, 
permanent improvement in hearing will result. 

Prolonged bombardment of the ear with very loud 
sounds is one of the surest methods of causing 
degeneration of the cochlea. In attempts to im- 
prove hearing permanently by stimulating the 
phenomenon of paracusis willisiana the fact is 
overlooked that otosclerotic persons whose occupa- 
tions subject them continually to surroundings that 
develop paracusis willisiana have the same pro- 
gressive loss of hearing that occurs in others with 
the otosclerosis. 

To protect persons with incurable deafness from 
the exploitation of medical quacks, the endeavor 
should be made to develop among the members of 
the medical profession as a whole a better apprecia- 
tion of the fundamental facts of otosclerosis. 

The authors do not include in their criticism of 
electrical devices the instruments devised as aids to 
hearing. They believe that one of the factors in the 
solution of the clinical problems of otosclerosis will 
be the further perfection of instruments of this type. 

James C. BRrAswe Lt, M.D. 


Meurman, Y.: On the Influence of Blood-Pressure 
Alterations on Experimental Vestibular Nystag- 
mus. J. Larngol. & Otol., 1926, xli, 421. 

In experiments on rabbits, the author found that 
raising or lowering the blood pressure did not materi- 
ally affect experimentally provoked vestibular or 
Bechterew nystagmus. The blood pressure was 
raised with adrenalin and pituitrin and lowered with 
cholin, calcium chloride, and amy! nitrite. Within 
the limits in which these drugs were used, nystag- 
mus was produced only by amyl nitrite and was then 
only slight. MAnrorp R. Wattz, M.D. 


MOUTH 


Ritchie, H. P.: Congenital Cleft Lip and Palate. 
Ann. Surg., 1920, |xxxiv, 211. 


Proper repair of congenital cleft lip and cleft pal- 
ate depends upon normal replacement plus growth. 
The answer to the problem must be sought in a study 
of the lip of the adult. The aim in repair of the lip 
should be the exact approximation and union of the 
cleft body of the orbicularis oris muscle. 

The author raises the question as to whether 
muscle tissue is present in the prolabium of the 
bilateral cleft. In support of the muscle theory he 
presents illustrations of three patients. 

In conclusion Ritchie states that whatever plan 
is adopted, some kind of lip can always be made. 
The main point is whether the procedure results in a 
replacement of tissues which is normal to the 
individual child. 

In the literature are described three procedures 
which nearly meet the conditions of the muscle 
theory: the Mirault method, the Rose operation, 
and the use of the Thompson calipers. 

James C. Braswett, M.D. 


Vaughan, H. S.: Important Factors in the Treat- 
ment of Cleft Lip and Cleft Palate. Ann. Surg., 
1926, Ixxxiv, 223. 

Favorable results in the repair of cleft palate de- 
pend upon: 

1. The conservation of the blood supply in the 
preparation of flaps. 

2. Lateral incisions only of such extent as to per- 
mit approximation without tension. 

3. Supplementary support of the suture line by 
immobilization of the soft palate. 

4. Support of the suture line in the hard palate 
and relief from tongue pressure when necessary. 

The blood supply is derived chiefly from the two 
divisions of the posterior or descending palatine 
arteries from the internal maxillary, which emerge 
from the palatine foramina opposite the second 
molar in the adult or just internal to the maxillary 
tuberosity in the infant. The larger branch passes 
forward close to the alveolus to anastomose with the 
anterior palatine which is derived from the naso- 
palatine and comes through from Scarpa’s foramen 
behind the anterior teeth, thus furnishing the supply 
for the hard palate. 
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The blood supply of the soft palate is derived 
from the smaller branch of the descending palatine, 
from the ascending palatine, a branch of the facial, 
and ascending pharyngeal, which is given off from 
the external carotid. 

The von Langenbach operation with modifications 
gives the best results. James C. Brasweti, M.D. 


NECK 


Martin, K. A.: Symptoms Associated with Iodine 
Deficiency in Simple Goiter: A Clinical Study. 
Am. J. M. Sc., 1926, clxxii, 237. 

The theory that iodine deficiency is the case of 
simple goiter has been widely accepted. It has been 
observed clinically and demonstrated experimentally 
that when the iodine content of the thyroid gland 
drops below 1 per cent, hypertrophy and hyperplasia 
begin. If the deficiency persists for a sufficient 
length of time or is sufficiently intense, the gland 
appreciably increases in size and a simple goiter 
results. The degree of thyroid hyperplasia appar- 
ently depends upon at least two variables, time and 
intensity, and is inversely proportional to the 
iodine content of the thyroid gland. 

The symptoms associated with iodine deficiency 
in the cases of simple goiter reviewed by the author 
were nervousness, increased irritability, palpitation, 
loss of appetite, disturbed sleep, fatigue, and in- 
ability to gain weight. The physical findings were 
enlargement of the thyroid, in most instances, with 
evidence of an increased vascular supply, tachy- 
cardia, and a fine tremor in the fingers, but never 
more than suggestive signs of exophthalmos. These 
symptoms and findings strongly suggested hyper- 
thyroidism or early exophthalmic goiter, but when 
the basal metabolic rate could be satisfactorily 
determined, it was found to be within normal limits 
and usually at the lower zone of normal. 

The symptoms and signs were little affected by 
rest, dict, and general hygienic measures, but 
responded rapidly and favorably to iodine. The 
iodine was given in the form of Lugol’s solution, 2 
drops per day, or syrup of hydriodic acid, 3 dr. per 
day, for a period of two weeks and repeated at 
intervals of two or three months thereafter. 

Howarp A. McKnicut, M.D. 


Kitchin, H. D.: Goiter in Children: A Study of 
Treatment. Canadian M. Ass. J., 1926, xvi, 923. 


The author reviews the anatomy and physiology 
of the thyroid and discusses briefly the etiology, 
pathology, and treatment of goiter in general. He 
then reports his findings in a study of 350 cases of 
goiter in children treated at the Winnipeg General 
Hospital. 

For purposes of comparison a series of patients up 
to 16 years of age were treated with desiccated thy- 
roid irrespective of age, sex, the length of time the 
goiter had been present, the size, consistency, or 
vascularity of the goiter, the presence or absence of 
nodules, or the basal metabolic rate. 
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Another group of cases were treated with iodine 
given orally as Lugol’s solution. In a third group 
no treatment was given. 

The diagnosis of “ goiter’? was made only when 
one or both lobes of the gland could be definitely 
palpated. 

The desiccated thyroid was practically always 
given at first in doses of 2 gr. daily. In some cases 
this dosage was continued for from four to six 
months without the production of any untoward 
symptoms. When the goiter rapidly decreased in 
size and when there was headache, tachycardia, or 
loss of weight, the daily dose of thyroid was reduced 
to 1 gr. until no further change in the size of the 
goiter could be detected at several examinations 
made at monthly intervals. 

All but a very few of the patients receiving iodine 
were given 1 minim of Lugol’s solution in water on 
alternate days, this making a total dosage of iodine 
equal, roughly, to 130 mgm. in one month, an 
amount which, according to Marine and DeQuer 
vain, is probably much larger than necessary. A few 
patients received 1 minim daily. 

At each visit the patient was questioned regarding 
headache and nervousness, the weight and pulse rate 
were noted carefully, and the size of the thyroid 
was determined by palpation and measurement of 
the circumference of the neck. The patients were 
examined periodically. 

It was difficult to evaluate the results on account 
of the lack of a definite and uniform standard of 
measurement. After a three to six months’ study of 
these cases Kitchin draws the following conclusions: 

1. Desiccated thyroid, in safe doses, caused 
marked improvement more frequently and failed to 
benefit less frequently than iodine or the expectant 
therapy. 

2. There were no cases of iodine hyperthyroidism 
as a result of the use of iodine. 

3. Desiccated thyroid used in small doses (1 to 2 
gr. daily) produced no untoward effects though in 
some cases it was given continuously for several 
months. 

4. Desiccated thyroid may be used safely in the 
treatment of goiter in children even without the 
facilities for frequent determinations of the meta- 
bolic rate. Frequent observation of the patient 
must be insisted upon, however, and a careful note 
made of the general health, the pulse rate, and the 
weight. The occurrence of frequent headache, an 
increasing pulse rate or nervousness, or loss of 
weight, alone or combined, is an indication to stop 
or reduce the thyroid therapy. 

5. Treatment is important for although it may 
fail to effect a reduction in the size of the goiter, it 
may perhaps prevent further enlargement. The 
sooner treatment is begun and the longer it is kept 
up the better the results to be anticipated. 

6. Thyroid enlargement in children is serious. 
When it is considered that one of every twenty 
goitrous mothers gives birth to mentally defective 
or imbecile children (McCarrison) and that the 
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goitrous girls of today are the goitrous mothers of 
tomorrow, the importance of the problem needs no 
further emphasis. Joun J. Maroney, M.D. 


Steinke, C. R.: Toxic Goiter and Hyperthyroidism. 
Ohio State M. J., 1926, xxii, 677. 

The embryology of the thyroid is briefly reviewed. 
The principal disease conditions are: (1) colloid or 
simple goiter; (2) adenoma without hyperthyroidism; 
(3) adenoma with hyperthyroidism; (4) exophthal- 
mic goiter; (5) myxoedema; (6) thyroiditis; and (7) 
malignancy. Only adenoma with hyperthyroidism 
and exophthalmic goiter are discussed. The patho- 
logical pictures of these conditions are described 
briefly. ‘The principal functions of the thyroid are 
the production of thyroxin and the production and 
storing of colloid material. 

In adenoma with hyperthyroidism there is pro- 
duced in the body an abnormal amount of thyroxin 
which causes an increased basal metabolic rate and 
its associated secondary symptoms. The condition 
does not lead to the so-called “thyroid crises” seen 
in exophthalmic goiter. It is a clinical entity with 
characteristic symptoms and course. The dangers 
are due to associated degenerative organic changes 
caused by long continued over-stimulation of the 
heart, liver, kidneys, etc. The mortality rate in 
cases without toxic symptoms and degeneration is 
lower than that of the average major operation. 
The prognosis depends upon the extent of the vis- 
ceral changes. 

Exophthalmic goiter differs from adenoma with 
hyperthyroidism in its mode of onset, clinical 
course, duration of symptoms, physical findings, 
and pathological changes in the thyroid gland. Its 
mode of onset is more rapid and severe; in adenoma 
the growth has usually been present for years and 
the symptoms have come on more slowly. In 
exophthalmic goiter the basal metabolic rate tends 
to be higher than that of toxic adenomata. 

The adenomatous goiter is generally of longer 
duration than the exophthalmic goiter. The average 
patient with adenomatous goiter is between 43 and 
48 years of age when he comes to operation. Exoph- 
thalmic goiter is seen between the ages of 10 and 60 
years, but. is most common in the third decade of life. 

The pre-operative and operative treatment of 
each condition and the complications are discussed. 


Graham, A.: Exophthalmic Goiter and Toxic 
Adenoma. J. Am. M, Ass., 1926, Ixxxvii, 628. 

It is commonly held that exophthalmic goiter and 
toxic adenoma are two separate diseases. The dis- 
tinction between these two conditions seems to be 
based, in part at least, on a consideration of the 
differences in clinical manifestations, anatomical 
and histological alterations in the thyroid and the 
response to iodine therapy. The authors have been 
unable to recognize a single symptom or sign that is 
necessarily pathognomonic of exophthalmic goiter 
as opposed to toxic adenoma. 

Moreover they have been unable to recognize a 
single anatomical or histological alteration in the 
thyroid, in either the adenomatous or the non- 
adenomatous portion of the gland, that is necessarily 
pathognomonic of exophthalmic goiter as opposed to 
toxic adenoma. While certain patients with many 
of the signs of exophthalmic goiter have adenomata 
in the thyroids, these adenomata may be undifferen- 
tiated, partially differentiated, or completely differ- 
entiated; they may be single, multiple, or diffuse; 
and they may be in a state of hypertrophy and 
hyperplasia or in colloid state. In the author’s opin- 
ion there is very little reason for attributing to 
adenomata a propensity to produce clinical mani- 
festations that would not have their counterpart in 
non-adenomatous tissue, and vice versa. From the 
standpoint of pathological anatomy of the thyroid 
the grounds for a fundamental distinction between 
exophthalmic goiter and toxic adenoma as two difler- 
ent entities seem to be insufficient. 

Up to the present time, proponents of the theory 
that toxic adenoma is an entity in contradistinction 
to exophthalmic goiter have maintained that iodine 
is not only detrimental in cases of toxic adenoma, 
but is the cause of the disease. However, in all un- 
treated cases of toxic adenoma the administration of 
iodine is followed by clinical improvement and a 
decrease in the basal metabolic rate similar to that 
occurring in exophthalmic goiter. 

The degree of hypertrophy and hyperplasia of the 
thyroid determines the quantity of iodine that will 
be tolerated without untoward effects in both 
exophthalmic goiter and toxic adenoma. 

The author regards exophthalmic goiter and toxic 
adenoma as clinical variations of a single morbid 
state. Howarp A. McKnicut, M.D. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Towne, E. B.: Exploration of the Cerebellum. 
Surg., Gynec. & Obst., 1926, xliii, 204. 

For exploration of the cerebellum the author fa- 
vors local anesthesia and a straight midline incision. 
When local anesthesia is employed there is less 
hemorrhage and the increased pressure associated 
with etherization is avoided. The upper cervical 
nerves must be blocked. By proper retraction and 
rotation of the head, good exposure can be obtained, 
even of the angle. The muscles are detached from 
the cranium as far as the superior curved line; 
transverse incision of the muscle fibers is rarely 
necessary. The incision described eliminates bulky 
dressings, increases the patient’s comfort, shortens 
the period of convalescence, and gives a strong 
scar. 

A considerable number of cerebellar tumors are 
cystic. If these can be evacuated through a small 
trephine opening, the pressure will be relieved and 
the patient will be in better condition for operation 
later when signs of increased pressure re-appear. If 
a supratentorial lesion is believed to be a glioma, 
a subtemporal decompression is done and an attempt 
is made to evacuate a cyst through this opening. If 
the glioma is not found or if a removable tumor is 
discovered, a flap is turned later. In the meantime 
the patient has the benefit of the decompression and 
is thereby rendered a better risk for operation. 

G. C. ANverson, M.D. 


Shelden, W. D.: Secondary Tumors of the Brain. 
J. Am. M. Ass., 1926, Ixxxvii, 650. 


Approximately 5 per cent of the tumors of the 
brain examined at the Mayo Clinic have been metas- 
tases from malignant disease elsewhere in the body. 
The precise frequency of these secondary tumors of 
the brain is doubtless somewhat higher, but only 
by universal autopsy service could accurate data 
be acquired. 

To ask whether the tumor may not be metastatic, 
especially when there is no complaint suggesting dis- 
ease elsewhere, might appear to be an inquiry too 
remote to be practical. Yet the frequency with 
which the whole nervous system is directly involved 
by metastatic malignant disease is such that we 
have been impelled to extend the routine examina- 
tion in the hope that the source of the mischief may 
he located. Thus, the presence of brain tumor re- 
quires a careful survey of the body to locate or ex- 
clude malignant disease elsewhere, so far as possible. 
If the mental and physical deterioration is not too 
marked, a general examination should be carried 
out. 
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When evidence of secondary tumors is sought, 
such reports as healed tuberculosis, miliary tuber- 
culosis, pleural adhesions, pneumonoconiosis, and 
pleural effusions should be received with a suspicious 
reserve, and examinations, including roentgeno- 
grams, should be made at sufficient intervals to 
determine whether these signs are constant. The 
lungs may be the site of primary carcinoma, which 
is particularly prone to metastasize to the brain and 
meninges and the bones of the spine. When carci- 
noma begins near the periphery of the lungs, it may 
extend through the pleura without effusion and infil- 
trate the tissue of the chest, producing no symptoms, 
or it may infiltrate the brachial plexus near the spine 
and cause severe pain. The lungsare also a frequent 
site of secondary tumors which may be recognized 
early by roentgen-ray examination. The roentgeno- 
gram of the chest exhibits a goodly portion of the body 
skeleton, and in this may be seen secondaries of those 
tumors that select the bones. A roentgenogram of 
the head seldom gives evidence of secondary tumors 
in the brain, although the skull is quite often invaded 
by metastatic tumors, notably hypernephroma. 
Suspicious signs in the bones of the chest or skull, 
themselves not diagnostic, should lead to a further 
study of the osseous system for more positive data. 
Carcinoma of the nasopharynx often invades the 
skull, and its first clinical symptoms may be ocular 
palsy, chiasmal signs, or involvement of the fifth 
nerve and other cranial nerves. All cases of brain 
tumor should be sent to the rhinologist for study of 
the nasopharynx. 

Roentgen-ray examination of the gastro-intestinal 
tract, cystoscopic examination, pyelographic ex- 
amination of the kidney and its pelvis, and broncho- 
scopic examinations have been made at times in 
response to some vague symptom or suspicion, 
occasionally with success. Again the author has been 
disarmed by negative findings when in fact a lesion 
was present. This is especially likely to occur in cases 
of hypernephroma, since when the tumor is small or 
located peripherally it may cause no signs or symp- 
toms. 

Cases of metastatic tumor of the brain may be 
readily arranged in the following four groups: 

Group 1. Cases of latent malignant disease, the 
initial symptoms of which are due to cerebral metas- 
tasis. 

Group 2. Cases of malignant diseases which are 
symptomless but demonstrable on examination, and 
the initial symptoms of which are cerebral. 

Group 3. Cases in which malignant tumors have 
been surgically removed and cerebral symptoms are 
the first evidence of recurrence. 

Group 4. Cases of malignant disease which, 
during its clinical course, metastasizes to the 











g2 INTERNATIONAL ABSTRACT OF SURGERY 


nervous system, with or without the production of 
definite symptoms. 

Of the author’s series of cases, ten belonged to 
the first group, six to the second, eight to the third, 
and sixteen to the fourth. 


Sargent, P.: Treatment of Cerebral Tumors. Brit. 
J. Surg., 1926, xiv, 102. 

On the basis of a combined regional and histolog- 
ical classification Sargent divides cerebral tumors into 
the following five groups: (1) cerebral gliomata, (2) 
cerebellar tumors, (3) endotheliomata, (4) cerebello- 
pontine tumors, and (5) pituitary tumors. 

The grouping of the gliomata according to their 
clinical behavior and histological characters is of 
importance from the point of view of both treatment 
and prognosis. There are, for example, those which 
undergo spontaneous cystic degeneration and in 
which little can be found of formed tumor structure 
and there is little or no infiltration of the surround- 
ing brain. These occur most often in the cerebellum 
and may pursue a clinically benign course. Others 
are firm, solid, almost circumscribed and apparently 
encapsulated tumors which sometimes can be re- 
moved with apparent completeness. Most common, 
however, are those of the rapidly growing infiltrating 
type. 

When planning an operation for an intracranial 
tumor, the surgeon should know as nearly as possible 
the situation and nature of the tumor and the degree 
of intracranial pressure present. In the majority of 
cases, even today, so much time has been lost before 
surgical aid is sought that the intracranial pressure 
governs the situation. This regrettable state of 
affairs must persist so long as students are taught 
that the symptoms of cerebral tumor are headache, 
vomiting, and optic neuritis. This trinity of signs in 
reality indicates impending death and in the ma- 
jority of cases that the time for radical operation 
has passed. The presence of any considerable degree 
of intracranial pressure obscures localization, forbids 
immediate radical treatment, and seriously prej- 
udices the patient’s prospects. 

Failure of localization is due more frequently to 
failure to apply knowledge than to a want of 
knowledge. The author is astonished to hear it 
stated that mechanical means of diagnosis are 
necessary because only about 30 per cent of cerebral 
tumors can be localized by neurological signs. In 
his experience and that of his colleagues the per- 
centage is nearer 90 than 30. Sargent has had little 
experience with ventriculography and does not 
expect much of it as a means of localization. 

The nature of the tumor is more difficult to 
determine, but its situation and the history of the 
case are of aid. Most cerebral tumors are gliomata 
or endotheliomata. In the frontal and post-central 
regions gliomata are twice as common as endo- 
theliomata; in the occipital lobe, they are six times 
as common; and in the temporal lobe they are thir- 
teen times as common. Most cerebellopontine 
tumors are neurofibromata, most pituitary tumors 


are adenomata, and most cerebellar tumors are 
gliomata. If cerebellopontine and pituitary tumors 
are left out of consideration, the gliomata constitute 
69 per cent and the endotheliomata only 20 per cent 
of the total number. 

A long history does not necessarily indicate that a 
tumor is benign or a short history that a tumor is 
malignant. The rapidity of the development of the 
symptoms is more important than their duration. 
A glioma may be present for years and then take on 
rapid growth. It is not easy to distinguish between 
the symptoms due to the encroachment of a tumor 
and similar symptoms caused by hemorrhage into 
or oedema around atumor. The latter, however, are 
always more sudden in their onset, more varied in 
character, and less steadily progressive. The author 
has seen few localized syphilitic and tuberculous 
masses and only one hydatid cyst. Endotheliomata 
can be diagnosed from a palpable bony thickening 
associated with symptoms of intracranial tumor in 
that situation. 

The aim of the ideal operation is complete removal 
of the tumor without the production of any further 
neurological damage and by an approach which will 
not leave a cranial defect. In cases of infratentorial 
tumors these conditions cannot be met because a 
cranial defect necessarily remains, and in cases of 
tumors in the pituitary region they can be rarely 
met since such tumors cannot be completely re- 
moved. Therefore, with few exceptions, the ideal 
treatment is possible only in cases of endotheliomata 
which are accessible, accurately diagnosed, and 
approached through an osteoplastic opening. 

In 112 cases of cerebral gliomata operated upon by 
Sargent there were twenty-eight postoperative deaths. 
Thirteen of the patients could not be traced subse- 
quently. ‘Twenty-three made a good recovery. The 
average survival of the remainder was seven or eight 
months. During the period of time that these cases 
were treated the author encountered fourteen sar- 
comata, two secondary carcinomata, two choleste- 
atomata, and one hydatid cyst. 

Fifty-seven operations were performed for cere- 
bellar tumors (excluding cerebellopontine tumors). 
Twenty-five of the neoplasms were gliomata, four 
were sarcomata, two were secondary carcinomata, 
and seven were tuberculomata. In the remaining 
nineteen cases either no tumor was found or its 
nature was not determined. Jn this series of cases 
there were eleven postoperative deaths. Seven of 
the patients are alive and well at an average of three 
years after the operation. The average survival of 
the remainder was thirteen months. 

Of patients operated upon for cerebral gliomata, 
about 25 per cent die shortly after operation, about 
50 per cent die within eight months after the oper- 
ation, and about 25 per cent make a good recovery. 
These results compare favorably with those obtained 
in cases of cancer of the cesophagus or rectum. 

In cases of cerebellar gliomata the prognosis is 
more favorable than that in the majority of cases of 
supratentorial tumors in spite of the fact that cere- 
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bellar gliomata are so situated that they can more 
easily cause a rapid and severe increase of 
intracranial tension and occur in a region where it 
would appear that the operative risks and difficulties 
would be greater. This is explained by the facts that 
the exact localization of a cerebellar tumor is usually 
easier, these tumors are more liable to undergo 
degenerative changes, and the capacity for compen- 
sation of cerebellar function is remarkable. The 
operative mortality is less than half that in cases of 
glioma of the cerebrum, the incidence of recovery 
is higher, and the average survival period of patients 
who do not recover is nearly twice as long. 

Of forty-one cases of endothelioma, the tumor 
was completely removed in thirty-one and in nine- 
teen of the latter a good recovery resulted. 

There were forty-seven cases of tumor of the cere- 
bellopontine angle—thirty-six neurofibromata, two 
cholesteatomata, one sarcoma, and one fibroglioma. 
In nine cases the tumor was completely enucleated, 
but recovery resulted in only one. In eleven cases 
only a decompression was done, the tumor being 
left untouched or only afragment of it being removed 
for diagnosis. In this group there were four post- 
operative deaths and the average survival of the 
other patients was five years. In twenty-seven cases 
the tumor was removed as completely as possible 
from its capsule. Of the patients in this group, four 
died shortly after the operation, two died one year 
later, and the rest were alive and well from two to 
four years after the operation. 

Sixty-eight cases of pituitary tumor were operated 
upon in the hope of saving or improving vision. 
These may be divided into cases of pituitary tumors 
proper, most of which were adenomata, and supra- 
pituitary tumors, above or in close relation to the 
sella. There were thirty-three cases of the first type 
and thirty-eight of the second. In the cases of 
pituitary tumors proper there were four trans- 
sphenoidal operations with one death, one temporal 
operation which was survived, and twenty-eight 
transfrontal operations with eight deaths. In the 
cases of suprapituitary tumors there were six tem- 
poral operations with one death and twenty-nine 
transfrontal operations with three deaths. The gain 
in these cases greatly outweighs the operative risk, 
and the earlier the operation the more satisfactory 
the result. 

In conclusion the author suggests that, with the 
increasing safety of the operation, it may come with- 
in the scope of legitimate surgery to operate for the 
arrest of acromegaly in its early stages. 

G. C. Anprerson, M.D. 


Frazier, C. H., and Mosser, W. B.: The Treatment 
of Recurrent Laryngeal Nerve Paralysis by 
Nerve Anastomosis. Surg., Gynec. & Obst., 1926, 
xliii, 134. 

Until recently the treatment of paralysis of the 
recurrent laryngeal nerve has beensymptomatic or at 
best only palliative. Frazier advocates nerve anas- 
tomosis for this condition. Suture of the divided 
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ends of the recurrent laryngeal nerve would be excel- 
lent if possible, but in the cases in which the authors 
have operated the destruction was so extensive or the 
retraction of the ends so great that this was impossi- 
ble. Accordingly the descendens hypoglossi was 
chosen. This nerve is well adapted to such anasto- 
mosis both anatomically and physiologically. Ana- 
tomically it is easily accessible aud is long enough to 
prevent tension. Physiologically it is a motor nerve 
and supplies muscles the action of which is correlated 
to that of the larynx. 

This procedure is indicated chiefly to relieve 
dyspnoea, to render the use of a tracheal cannula 
eventually unnecessary, and to restore normal 
phonation. 

Contra-indications are: (1) complete atrophy and 
fibrosis of the muscle of the cord, (2) immobilization 
of the crico-arytenoid articulation, (3) tracheal 
stenosis, and (4) absence of a segment of the nerve 
due to complete avulsion at the original operation. 

In ten cases of paralysis of the recurrent laryngeal 
nerve following thyroidectomy, twelve operations 
were performed, two being bilateral. Two were 
technical failures as the peripheral portion of the 
nerve could not be found; it had probably been 
avulsed. 

All of the patients are now under observation. 
Improvement is judged from relief of the dyspnoea 
or improvement in phonation combined with in- 
creased excursion of the vocal cord and arytenoid 
cartilage. The operative result is regarded as 
satisfactory only when such improvement is due 
directly to the return of innervation. 

In the ten cases in which the anastomosis was 
technically successful recovery resulted in one and 
improvement in five; in four the result was a failure. 
Two of the failures occurred in a patient upon whom 
an operation on the right side was done three years 
ago and an operation on the left side two years ago: 
This patient showed improvement for a time, but it 
later disappeared, probably because the cords were 
so atrophied that renewed innervation was im- 
possible, the paralysis having been present for eleven 
years. Improvement was only temporary also in the 
case of a patient whose paralysis had been present 
for nine years. The remaining patients have shown 
constant improvement which may not yet have 
reached its maximum. 

In one case the phrenic nerve was chosen for the 
anastomosis. Close observation immediately after 
its severance failed to disclose any evidence of 
respiratory distress. Six days after the operation, 
fluoroscopic examination showed the usual restric- 
tion of the diaphragmatic excursion, and by the end 
of seventeen days this had increased about 50 per 
cent. Laryngoscopic examination made twenty 
days after the operation showed movement of the 
cord. 

Nerve anastomosis is a constructive operation 
which will be followed by the return of function in a 
small percentage of cases and by partial function in 
a larger percentage. It has no mortality and, if it 
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fails, does not prevent the use of other measures. 
G. C. Anderson, M.D. 


MISCELLANEOUS 


Von Eiselsberg: Problems of Brain and Spinal 
Cord Surgery (Probleme der Gehirn- und Ruecken- 
markschirurgie). 50 Tag. d. deutsch. Ges. f. chir., 
Berlin, 1926. 


The author first gives a brief review of the history 
of brain and cord surgery. The development of this 
branch was made possible by the research of Fritsch, 
Hitzig, and others. In the time of von Bergmann 
surgeons did not dare to go down on the anterior 
gyri, whereas today all parts of the brain with the 
exception of the pons and the medulla oblongata 
may be reached with the knife. The chief essential 
is a correct and timely diagnosis. ‘This demands the 
close co-operation of the surgeon and neurologist. 
The surgeon, however, should not rely entirely upon 
the neurologist’s diagnosis, but should be able, 
himself, to interpret the symptoms. 

One of the most important symptoms of brain 
tumor is headache. This varies considerably, both 
quantitatively and qualitatively, in one case sim- 
ulating the headache of neurasthenia and in another 
being strictly localized, sometimes occurring as a 
spontaneous diffuse pain and sometimes being merely 
a throbbing ache. The latter may be of great im- 
portance, however, especially when it is localized in 
a region in which suspicious findings are shown in the 
roentgen picture. 

A less important symptom is dizziness. Vertigo 
associated with the sense of movement of external 
objects should lead to the suspicion of trouble in 
the posterior cranial fossa. 

The pulse often shows no changes. Any variation 
in its rate on postural change is an unfavorable sign. 

Changes in the optic nerve vary. They may be 
caused by pressure or by inflammatory processes. In 
tumor of the cerebrum, papillaedema may be entirely 
absent, whereas in tumor of the posterior cranial 
fossa it is always present. It is not only of diagnostic 
significance, but indicates that operation, at least a 
decompressive procedure, should be done before any 
further increase in the seriousness of the condition. 
In cases with cerebral pressure, roentgen irradiation 
of the choroid plexus has a favorable effect upon 
papilloedema and the general syndrome. 

The presence of a tumor of the brain may be 
manifested first by convulsions occurring even 
before the appearance of papilloedema. 

Of the utmost importance in the diagnosis is the 
roentgen examination. Changes in the bones of the 
skull—a thickening or a thinning—indicate local- 
ization of the condition. Calcified tumors are direct- 
ly visible. In some cases the shape of the sella 
turcica and of the pterygoid process is of the greatest 
significance. Encephalography has not fulfilled 
its promises. It may be employed in a study of 
hydrocephalus, but for the localization of a tumor 
the author prefers operative exposure of the brain. 


Before an operation is performed for tumor of the 
brain, a Wassermann test should be made, but care 
must be taken not to attach too much significance 
to the reaction. 

The author briefly describes the symptoms which 
indicate definite localization of the tumor. Involve- 
ment of the parietal lobe causes disturbances of sen- 
sation, while involvement of the occipital lobe 
causes disturbances of vision. Involvement of the 
temporal lobe is associated with aphasia and disturb- 
ances of the sense of smell, and involvement of the 
lateral lobes with paralysis of the upper extremities. 

The author reviews the symptoms of acusticus 
tumor and of tumors of the fourth ventricle and 
hypophysis. 

Although in tumor of the brain, lumbar puncture 
is associated with danger, in tumor of the cord it is 
always indicated. In the diagnosis, the determina- 
tion of the pressure and microscopic and chemical 
character of the spinal fluid is of the greatest im- 
portance. Myelography with the injection of lipiodol 
into the cisterna suboccipitalis has proved of great 
aid in the diagnosis. The lipiodol is arrested by any 
disease process in the cord and renders tumors vis- 
ible. Ventrally located tumors, however, are diffi- 
cult to recognize and may be overlooked even at 
operation. Sometimes it is necessary to split the 
cord to approach such tumors. In general, it 
is possible to arrive at a correct diagnosis from a 
careful consideration of the history of the case, 
the roentgen picture, and the local and general 
symptoms. The presence of marked symptoms of 
intracranial pressure may tend to mask the local 
phenomena. In such cases the author has obtained 
good results from puncture of the ventricle to relieve 
the pressure symptoms. 

With regard to the results of operative treatment 
of brain and spinal cord tumors, von Eiselsberg 
states that the follow-up of cases in Germany and 
Austria has been rendered difficult by post-war con- 
ditions. Of 161 patients subjected to operation for 
tumor of the brain, ninety-eight recovered from 
the operation and sixty-three died. The majority 
of the deaths were due to shock or infection. A 
considerable number of the patients are alive and in 
good health years and even decades after the 
operation. 

Of eighty-eight patients operated upon for tumor 
of the cerebellum, forty-one recovered from the 
operation. 

Acusticus tumors are difficult to operate upon 
radically, but the recent research of Cushing has 
shown that radical operation is rarely necessary 
because of the benign nature of these tumors. 
Postoperative roentgen irradiation has a good effect 
and up to the present time has been used too little. 

Of fifty-seven patients treated by callosal punc 
ture, forty-seven recovered. 

In comparing his own results with those ol 
Cushing, the author found that Cushing’s results 
were better. In searching for an explanation he 
found that one reason is earlier operation in Cush- 
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ing’s cases. This is possible because Cushing is both 
a neurologist and a surgeon and therefore sees his 
cases earlier than most surgeons. Another reason 
for Cushing’s better results is the special preparation 
for operation. A third reason is the technique used 
by Cushing, for the study of which the author sent 
one of his assistants to America. 

Cushing effects hamostasis much more carefully 
than it is done in Europe, he carefully avoids disturb- 
ing the brain, he maintains continuous control of 
the blood pressure and pulse during the operation, 
and he terminates the operation at the appearance of 
any disquieting symptom. He closes the operative 
wound without drainage by means of closely set 
sutures. 

Recently von Eiselsberg has been following Cush- 
ing’s rules. In his last thirty-one cases there were 
only three deaths. He describes his operative 
technique in detail. He sometimes uses general and 
sometimes local anasthesia. In operations for cere- 
bellar tumors the field is widely exposed. Any bleed- 
ing from the brain is controlled by the application 
of hot saline compresses with perhaps the addition 
of coagulin. Sprinkling of the bleeding area with 
hot saline solution is to be avoided as it favors 
oedema. 

The postoperative treatment consists in the intra- 
venous injection of a 1o per cent hypertonic salt 
solution with the addition of epiglandol. 

Although the author maintains that all operable 
cases should be operated upon, he calls attention to 
the favorable effects of roentgen irradiation in cases 
of brain tumor. He obtained a good result from such 
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treatment in eleven cases and in some of them was 
able to confirm it at autopsy. Heavy irradiation 
may cause an intense reaction; in one case the 
treatment was followed by aphasia, but this soon 
disappeared. 

Careful hemostasis is of great importance also in 
operations for tumor of the cord. The author re- 
views ninety-eight cases with eighty-four operative 
recoveries and good end-results. In cases of inoper- 
able tumor of the cord, roentgen irradiation is of 
value. A case is reported in which it resulted in a 
cure which has lasted for two and a half years. 

Von Eiselsberg discusses also other brain conditions 
and their surgical treatmient—abscess of the brain, 
certain cases of apoplexy, traumatic conditions, and 
jacksonian and true epilepsy. It is doubtful whether 
true epilepsy should be operated upon at all. The 
constitutional tendency which causes it is not 
removed by the operation; at best, only the fre- 
quency of the attacks is lessened by surgical treat- 
ment. 

Extirpation of the choroid plexus is an operation 
which requires further experience for its justification. 

In conclusion the author emphasizes the fact that 
the majority of failures in brain and cord surgery 
may be attributed to too long delay of the operation. 
About 24 per cent of persons operated upon for 
brain tumor have been cured for periods ranging 
from seven to ten years. This percentage compares 
favorably with that in cases of carcinoma of the 
stomach treated surgically. Palliative operations 
are also of value, and their effects may be further 
improved by roentgen irradiation. Srrerriner (Z). 
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CHEST WALL AND BREAST 


Moschcowitz, A. V., Colp, R., and Klingenstein, P.: 
Late Results After Amputation of the Breast 
for Carcinoma. Ann. Surg., 1926, lxxxiv, 174. 

The authors have followed up eighty-nine patients 
subjected to a radical operation for carcinoma of the 
breast at least five years ago. They found 15 per 
cent alive and well. They draw the following con- 
clusions: 

1. A follow-up for three years after amputation 
of the breast cannot be considered of great value. 

2. Even a follow-up of five years cannot be con- 
sidered absolutely conclusive as many patients die 
from recurrences or metastases after this length of 
time. 

3. The fate of the patient is practically sealed at 
the time of the operation. The prognosis depends 
upon three factors: (a) the local extent of the 
process, (b) the presence of distant metastases, and 
(c) the care with which the operation is done. 

4. The modern operation is usually successful in 
eradicating the local process. 

5. At the present iime the surgeon is practically 
powerless in the presence of distant metastases. 

6. The late results of the operation are not as 
favorable as might be concluded from a cursory 
review of the literature. Marcus H. Hopart, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Junghagen, S.: Some Cases of Pulmonary Atelec- 
tasis. Acta radio!., 1926, v, 250. 


The author reports three cases of pulmonary 
atelectasis due to obstruction of the bronchi: 

Case 1 was a case of foreign body in the main 
bronchus on the right side. Total atelectasis of the 
lung resulted after about twenty-four hours. 

Case 2 was a case of compression of the upper 
bronchus on the right side by enlargement of the 
glands due to lymphogranulomatosis. In_ this 
instance there was atelectasis of the upper lobe. 

Case 3 was a case of aneurism compressing the 
main bronchus on the left side and causing total 
atelectasis of the left lung. 

All of these cases showed the characteristic roent- 
genological changes with a haze over the affected 
lung field, shrinkage of the lung, and secondary 
shrinkage phenomena in the thorax and mediasti- 
num. 

Cutler, E. C., and Schlueter, S. A.: The Experi- 
mental Production of Abscess of the Lung. 
Ann. Surg., 1926, Ixxxiv, 256. 

Abscesses of the lung differ as widely in their 
etiology and pathology as similar infections else- 


where in the body. The studies reported in this 
article dealt solely with abscesses following opera- 
tions. 

Of 1,908 cases of lung abscess reported in the liter- 
ature, 29.6 per cent were postoperative and in 14.6 
per cent or approximately one-half the condition 
followed tonsillectomy. This frequency following 
tonsillectomy has resulted in the conception that 
abscess of the lung is a complication peculiar to 
this type of operation. Investigation has proved, 
however, that lung abscess follows tonsillectomy no 
more frequently than it develops after operations in 
any other septic field. 

It has been contended that lung abscess is due to 
the aspiration of infected material from the mouth 
during operation under general anesthesia, but so 
far as the author is aware no one has been able to 
produce a typical abscess of the lung in animals by 
the introduction of infected material into the lung. 
Moreover, lung abscess may follow tonsillectomy 
performed under local anwsthesia. As further evi- 
dence disproving this theory the authors cite a case 
in which a communication between the left lung and 
stomach which was present for five weeks failed to 
have any effect on the left lung. 

Knowing of the failure of experimental work in 
which attempts were made to produce lung abscess 
by the introduction of infected materials into the air 
passages, the authors conceived the idea that post- 
operative abscess of the lung might be of embolic 
origin. They accordingly carried out a series of 
experiments on dogs to determine the correctness of 
this theory. 

In the early experiments pieces of infected tonsil, 
infected meat, etc., were inserted into the jugular 
vein, but although some abscesses were formed 
there was frequently an extensive pneumonitis of 
the lobe in which the embolus lodged. This rapidly 
broke down and often perforated into the pleural 
cavity, causing death. While it was necessary to 
have the correct number and type of organisms, it 
was equally necessary that some sort of local im- 
munity should be produced before the majority of 
the organisms were set free. It seemed simpler to 
set up a temporary artificial! barrier about the in- 
fected embolus than to raise the defense reaction in 
the pulmonary field beforehand. The procedure 
which finally became standardized as the most satis- 
factory consisted in the construction of an embolus 
of a segment of vein. A small segment of the femoral 
vein was excised, ligated at one end, and filled with 
the organisms. In order that the site of the embolus 
might be seen easily in roentgenograms, a small 
piece of lead coated with paraffin to render it inert 

yas also included in the capsule. The other end 
of the capsule was then ligated and the capsule 
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containing the organisms was set free in the jugular 
or femoral vein. A pulmonary abscess resulted in 
every instance. 

Another series of experiments was carried out to 
determine the réle of local immunity in the produc- 
tion of abscess of the lung. In each experiment four 
dogs were employed. One dog was used as a normal 
control; one was immunized by injecting an aviru- 
lent strain of bacillus coli intravenously; in another, 
small sterile emboli (starch granules) were set free i in 
the jugular vein in an attempt to determine whether 
non-infectious material would also create high local 
resistance; and in the fourth, an abdominal opera- 
tion (lateral intestinal anastomosis) was done in an 
effort to determine whether such a_ procedure 
would bring about a definite general immune reac- 
tion sufficient to create local pulmonary resistance 
and thus wall off the subsequent pulmonary infec- 
tion. 

When these animals had been sufficiently prepared 
they were submitted to embolism. The embolus 
was prepared as follows: 

A virulent strain of bacillus coli was grown on an 
agar slant, the culture washed off with salt solution 
and thoroughly shaken, the suspension added to 
blood drawn under precautions for asepsis, and the 
tube thoroughly shaken to insure equal mixing 
before clotting occurred. The blood was then 
allowed to clot, and eighteen hours later the clot 
was carefully divided into four equal parts and 
one-fourth was slipped into the jugular vein of each 
of the four animals. 

This experimental work is not sufficiently com- 
plete for a final report, but the evidence obtained so 
far strongly indicates that the establishment of local 
immunity plays a dominant part in the production 
of abscess of the lung. 

From the results of the experiments the authors 
draw the following conclusions: 

1. Simple infected clots set free in the jugular 
vein of dogs usually give rise to a diffuse pneu- 
monitis resulting in death or recovery according to 
the virulence of the organism. 

2. An infected embolus enclosed in a capsule 
(segment of vein) will result in an abscess of the 
lung. 

3. In the formation of postoperative abscess of 
the lung the two factors, embolism from the wound 
and local immune reactions in the lung, play domi- 
nant rdéles. 

4. The type of organism present, the physical 
character of the clot, and immunity established by 
previous infection by similar organisms, the presence 
of organic matter other than simple clot in the em- 
bolus, and the number and virulence of pathogenic 
and saprophytic organisms within the bronchial 
passages may play a variable part. 

5. In dogs, such abscesses tend to heal in two 
weeks, probably because of the horizontal position 
of the bronchial tree and the resistance of these 
animals to infection resulting from frequent ex- 
posure. 


Graham, E. A.: The Treatment of Abscess of the 
Lung. Ann. Clin. Med., 1926, iv, 926. 

The author classifies cases of pulmonary suppura- 
tion into the following four groups: 

1. Cases of suppuration due to the inhalation of 
foreign material, which occurs most commonly in 
children. The abscesses usually begin near the 
hilus and are found in the lower lobes. Frequently 
they discharge their contents into a bronchus at an 
early stage. 

2. Cases of suppuration occurring during or 
after pneumonia, especially pneumonia of the 
variety due to the streptococcus hemolyticus. 
The abscesses are often multiple and may be 
bilateral. The confluence of several small abscesses 
forms a large abscess of suflicient size to be recog- 
nized. Such abscesses may occur in any part of the 
lung. They are often complicated by empyema, 
bronchiectasis, or suppuration in other organs. 

3. Cases of suppuration having its origin in septic 
emboli from infected wounds, puerperal sepsis, etc. 
Multiplicity of abscesses is common. The abscesses 
recognized are*apt to be near the periphery. Gan- 
grenous infarction and empyema are common. 

4. Cases of abscess associated with a tumor of 
the lung, most commonly a malignant tumor, and 
comparable to infected tumor ulceration occurring 
in other parts of the body. This condition should be 
suspected when symptoms of pulmonary abscess 
occur in a patient known to have malignancy. 

Many small abscesses heal spontaneously by 
absorption and resolution, and many large ones heal 
as the result of drainage through an _ ulcerated 
bronchus. If spontaneous healing does not occur, 
extensive atelectasis and fibrosis of the surrounding 
tissue result. Still more chronic cases show diffuse 
dilatation and fibrosis of the bronchioles and bronchi 
with atelectasis and bronchiectasis. 

Among the complications of lung abscess are 
suppurations elsewhere in the body. Metastatic 
abscesses of the brain occur in about 13 per cent of 
the cases. Local extension of the suppuration may 
result in a diffuse suppurative pulmonitis. Occa- 
sionally calcified concretions are formed in the 
bronchi as the result of chronic inflammation and 
keep the inflammation active. 

Abscess of the lung offers a unique problem be- 
cause of the ease with which it extends, forming 
multilocular abscesses which drain with difficulty, 
because of its frequent infection with putrefactive 
proteolytic bacteria against which the body seems 
to possess a more or less inadequate defense, and 
because of the failure of the cavity wall to collapse. 

The treatment includes specific therapy against 
the infective agent when possible, adequate drainage, 
the obliteration of cavities, the removal of the dis- 
eased tissue (in rare instances), the use of general 
supportive measures, and the correction of suppura- 
tion in the nasal sinuses. 

The use of salvarsan in cases associated with the 
spirochetes of Castellani and the so-called fusiform 
bacilli has given remarkable results. In cases with 











98 INTERNATIONAL ABSTRACT OF SURGERY 


putrefactive anaerobes, specific antisera may be 
helpful. 

Postural drainage through the bronchial tree and 
trachea should be employed several times daily. 
For this purpose the author uses an especially con- 
structed table. As postural drainage alone heals 
many acute abscesses, he begins with this treatment 
in nearly every case. Drainage may be augmented 
by the repeated use of the bronchoscope with 
aspiration of the cavities. It is strongly emphasized, 
however, that in the hands of the unskilled bronchos- 
copist this method is extremely dangerous as a per- 
foration can easily occur through the abscess cavity 
or through an oedematous primary bronchus into 
the mediastinum or elsewhere. The chief indica- 
tions for bronchoscopic treatments are hilus 
abscesses and the presence of foreign bodies. 

Surgical drainage through the chest wall is indi- 
cated especially for abscesses at the periphery 
which have ruptured and caused empyema. In the 
absence of empyema, the abscess should be opened 
through adhesions. If adhesions are not already 
present, they should be established in the first stage 
of a two-stage operation. 

Surgical drainage of a lung abscess is almost 
never an emergency procedure. Ordinarily, better 
results will be obtained if it is deferred for two or 
three weeks until the abscess is well localized. The 
author is becoming more conservative with respect 
to surgical drainage. He advises it less frequently 
today than formerly. 

The obliteration of cavities is brought about 
spontaneously by the various factors causing pe- 
ripheral pressure around the cavities. It may be 
effected artificially by means of pneumothorax, 
blocking or avulsion of the phrenic nerve, or thoraco- 
plasty. 

Artificial compression is particularly suited to 
hilus abscesses. In cases of peripheral abscesses it 
is dangerous. In the acute and subacute cases, 
pneumothorax is the most ideal procedure. A safe 
initial injection is 200 c.cm. of air. 

The production of compression by paralyzing the 
diaphragm is contra-indicated in acute cases but of 
value in chronic cases. 

In many cases in which the measures described 
have failed, a lobectomy is necessary. The author 
has devised a technique for the removal of the dis- 
eased tissue in several stages with the actual cautery, 
a procedure preventing the development of the 
suppurative mediastinitis which is the usual cause of 
death in lobectomy. Copious drainage is insured by 
a large cross-section of the bronchial tree, and 
hemorrhage is controlled by the use of compression 
packing. Postoperative haemorrhage has never been 
a serious complication in the author’s cases. 

In thirty-four cases of chronic pulmonary sup- 
puration treated by this method there were only 
seven deaths. Seventy-seven per cent of the 
patients have been cured or greatly benefited. 

In conclusion Graham states that cases of pul- 
monary suppuration require the combined judgment 


of the internist, surgeon, bronchoscopist, and roent- 
genologist. He believes that the condition will always 
have a high mortality, one reason being its frequent 
association with a malignant tumor of the lung. 
Don K. Hutcuins, M.D. 


Brauer, L.: Collapse Therapy in Bronchiectasis 
(Die Kollapstherapie der Bronchiektasien). Ther- 
apia, 1926, iii, 25. 

In bronchiectasis, early diagnosis and treatment 
is of great importance as they may considerably 
retard the complete development of the condition. 
The initial stage frequently runs its course as an 
obstinate catarrh of one or both lower lobes of the 
lungs. The signs of bronchiectasis are a very annoy- 
ing, abundant, and foul-smelling expectoration, 
hemorrhages, a tendency toward the development 
of recurrent bronchopneumonia, and an annoying 
irritation cough. 

The methods of treatment include collapse ther- 
apy, pneumonotomy, and total or transverse resec- 
tion of the lung lobe. In most cases collapse therapy 
is used. 

To show how great the amount of sputum may be 
in such cases the author cites a case in which a 
thoracoplasty done under general anesthesia was 
rendered unsuccessful by the constantly reformed 
tough expectoration masses in spite of the fact that 
the patient was properly prepared with the aid of 
Quincke’s position. The article includes three 
roentgenograms made in this case. Two of them 
show small cavities made visible with the use of 
iodipin. As such small cavities escape detection in 
the usual autopsy technique, the lung should be 
hardened when a search is to be made for them at 
autopsy. The third roentgenogram shows the result 
of an extrapleural thoracoplasty done on the basis 
of the proper indications which successfully com- 
pressed the bronchiectatic lung. 

There is a difference in the effect of collapse ther- 
apy in pulmonary tuberculosis and in bronchiectasis. 
In the latter, the collapse cannot influence the dis- 
eased bronchi and the peribronchial lymphangitis 
and small cavities. It is evident, however, that 
although, as a result of the pulmonary collapse, the 
bronchiectasis is not healed in the anatomical 
sense with an ideally rigid cicatrix, it is influenced 
so favorably that a practical cure is obtained. 

Collapse therapy includes pneumothorax, thora- 
coplasty, and phrenicotomy. Pneumothorax is 
often rendered impossible by adhesions and_ is 
therefore applicable to only certain cases. A further 
disadvantage of this procedure is that the bronchi- 
ectases return after the disappearance of the 
pneumothorax. The results of thoracoplasty are 
very satisfactory, especially when the operation is 
extensive, including all of the ribs. Phrenicotomy is 
to be recommended for light and early cases, especi- 
ally those with a tendency toward hemorrhage. 
The author recommends further study of this 
method, especially with iodipin controls. 

Von LoBMAYER (Z) 
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Soresi, A. L.: Empyema Thoracis in Children Op- 
erated on by the Author’s Method. Am. J. 
Surg., 1920, n.s. i, 68. 

Before operating in a case of empyema thoracis 
in a child, Soresi aspirates some of the pus when a 
large amount is present. This lessens the danger of 
collapse during the operation. Local anesthesia is 
used in all cases. 

The author’s cannula, which is made of thin 
nickel-plated metal, consists of two halves which fit 
snugly into each other to form an oval channel. 
The insertion is done as rapidly as possible. The 
lower valve is introduced first. When the short 
flange has entered the pleural cavity the two halves 
are put together by inserting the points of the upper 
half into the eyelets of the lower half. A rubber 
valve is then introduced immediately into the space 
between the long flange of the upper half and the 
ring. Howarp A. McKnicut, M.D. 
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Fig. 1. Schematic view of the action and relations of 
the cannula in situ. A, action of the valve, which opens 
and closes automatically at each respiration. B, the rela- 
tion of the cannula to the pleural cavity and chest wall, 
showing how the chest wall is completely closed around 
the cannula and the pus is carried out of the pleural 
cavity through the cannula and rubber tube. 





Fig. 2. The two halves are put together by introducing 
the points of the upper half into the eyelets of the lower 
half. 
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(ESOPHAGUS AND MEDIASTINUM 


Axhausen, G.: The Technique of (sophagoplasty 
(Zur Technik der Oesophagoplastik). Arch. f. klin. 
Chir., 1926, cxxxix, 645. 

This article is a critical comparison of Kirschner’s 
method of drawing up the stomach subcutaneously 
and anastomosing it to the oesophagus in the neck 
(the gastroplastic operation) and the dermojejuno- 
plastic operation. The latter may be completed in 
three months. It is divided into the following stages: 

1. The formation of the intestinal portion of the 
cesophagus—exclusion of an upper and vertical loop 
of jejunum about 30 cm. long. It is sufficient to use 
for this exclusion an area supplied by a large artery. 
It must be possible to pull out the upper stump for 
several fingerbreadths through a buttonhole opening 
above the upper end of the laparotomy wound. 
Kinking of the bowel must be avoided by making an 
elliptical excision from the linea alba at the point of 
exit of the bowel. 

2. The formation of the skin tube which will 
eventually form the greater portion of the cesopha- 
gus. A length of 6 cm. is sufficient. This is sutured 
over an intestinal tube which is removed after the 
operation. Over the newly formed skin tube the 
lateral lips of skin can be united by undermining 
without any further incision. The suture line is 
re-enforced by several sutures around lead plates 
which can be tightened in accordance with their 
tendency to cut through. Further relaxation of the 
margins must be prevented by means of strips of 
adhesive plaster. The suture line must be re- 
enforced for three weeks. 

3. sophagostomy. By means of a Y-shaped 
skin incision made according to Blauel’s method 
are formed the lower flap which is to be sutured 
around the lower angle of the opened oesophagus and 
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two lateral flaps to be folded around in the depths of 
the wound and sutured tightly to the opening of the 
cesophagus. The resulting skin wound can then be 
sasily closed with sutures, granulation and scar 
formation being thus avoided. 

4. The formation of the upper and lower anas- 
tomoses. The inner tube is closed after freshening 
and the cutting of suitable skin flaps. The surface 
of the wound is covered by direct suture of the lateral 
edges of the wound, the formation of bridging flaps, 
or the use of lateral flaps of skin. The author describes 
two cases. 

The main portion of the new tube is formed from 
the skin of the chest, the intestine being employed 
only for the lower union with the stomach. There is 
no regurgitation of the gastric juice from the opening 
in the bowel. Qsophagostomy renders secondary 
operations and the use of bougies unnecessary. 

The disadvantage of the dermojejunoplastic 
operation is the time it requires and the necessity 
for several operative procedures. 

The author discusses the differences between the 
ideal gastroplastic operation described by Kirschner 
and the gastroplastic operation which is actually 
performed by Kirschner. 

In the ideal gastroplasty, which would be a single 
operation, the stomach would be sectioned at the 
cardia, separated from all of its connections as far 
as the entrance of the two vessels near the duodenal 
portion, and after anastomosis of the cardial stump 
to a loop of small bowel, drawn up to the neck 
through a wide subcutaneous skin tunnel. In other 
operative procedures done at the same time the 
cervical portion of the oesophagus would be exposed 
and severed deeply and the oral end mobilized and 
brought to the surface. The operation would then 
be concluded by direct anastomosis of the cervical 
«esophagus with the highest point of the dome of 
the stomach. When possible, this anastomosis 
would be made in the same manner as a Witzel fistula. 

The gastroplastic operation actually performed 
by Kirschner does not overcome the disadvantages 
of the dermojejunoplastic operation, viz.; long dura- 
tion of the operative treatment and the necessity 
for several operative stages. The only basic differ- 
ence between the two procedures is that in the gastro- 
plastic operation the abdominal portion of the new 
cesophagus reaches considerably higher and the skin 
tube is correspondingly shorter than in the dermo- 
jejunoplastic operation. However, this advantage is 
counterbalanced by the more extensive nature of 
the former procedure and the extensive isolation and 
marked displacement of the stomach it necessitates. 
The first stage of the gastroplastic operation per- 
formed by Kirschner is considerably more extensive 
than that of the dermojejunal operation and the 
operation requires more time. 

In the dermojejunoplastic operation the viscera 
to be anastomosed are accessible, whereas in the 
gastroplastic operation the anastomosis to the small 
intestine of the cardial stump of the oesophagus 
which lies close up under the diaphragm is very 
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difficult. Moreover, the displacement of the short 
loop of small intestine is more easily accomplished 
than the pulling up of the comparatively large 
stomach. Gastroplasty is very difficult if there is 
any abnormality of the stomach. Difficulties may 
be encountered in the presence of a gastrostomy, 
chronic ulcer, or band-like adhesions. In one of 
Kirschner’s cases the fundus of the stomach was 
firmly adherent to the diaphragm and was acciden- 
tally opened during its separation. 

The author agrees with Hirschmann that a long 
skin tube is not a disadvantage but an advantage. 
The skin tube permits a very rapid descent of the 
food thrown into it by the pharyngeal muscles; the 
transit of the bolus occurs much faster than in a 
tube made from the bowel with peristalsis. A long 
skin tube is as good as a short one and the procedure 
by which it is made is neither more prolonged nor 
more dangerous than that forming a short one. 

Kirschner’s one observation does not prove that 
extensive displacement of the entire stomach will 
always be harmless. It must be of some importance 
to gastric function whether the stomach and its 
normal rich vascular supply lies in the abdomen or is 
nourished only by the main duodenal vessels closely 
folded together under the skin. Even in one of 
Kirschner’s cases autopsy revealed at the level of 
the third costal cartilage a fresh ulcer which had 
caused an abscess in the vicinity. 

Kirschner cites as a great advantage of his proce- 
dure the fact that a preliminary gastrostomy is un- 
necessary because the patient can be fed immediately 
through the gastric tube. He states that preliminary 
gastrostomy should be performed only when there 
is absolute necessity of giving food before the 
cesophagoplasty in order to increase the patient’s 
strength. However, the patient can be fed just as 
well through an intestinal tube as through a gastric 
tube and as the state of nutrition is always poor in 
cases of complete closure or impermeable stenosis 
of the a@sophagus—the cases in which cesophago- 
plasty is indicated—-gastrostomy is nearly always 
necessary. Moreover, complete healing will be more 
certain if all of the food does not pass the endan- 
gered areas. Inone of his cases Kirschner performed a 
gastrostomy later because he feared that, without it, 
the last open place in the plastic operation would not 
heal. 

-Kirschner believes that every artificially formed 
tube is an area of diminished resistance, and that 
the point of juncture between two such tubes is a 
critical point of the first magnitude. The dermo- 
jejunoplastic operation has only one more step than 
Kirschner’s operation, viz., the introduction of the 
intestinal tube into the stomach, and this anasto- 
mosis is no longer considered a dangerous point. 

The gastroplastic operation performed by Kirsch- 
ner does not do away with the difficulties associated 
with the union of the cervical oesophagus to the skin 
tube. It therefore has no advantage over dermo- 
jejunoplasty. Kirschner avoids the linear scar in 
the midline, but this cosmetic advantage is out- 
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weighed by the great difficulties and dangers of the 
first stage of his operation. The ideal gastroplasty 
described by Kirschner would be dangerous because 
a direct suture line is never so reliable that it may be 
buried in the deep parts of the neck and the skin 
closed over it with any confidence. Because of the 
necessary isolation, the suture line in both hollow 
organs lies in an area in which the circulation is 
threatened. Reliability of the suture line could be 
obtained only by invagination in the serous coat 
of the stomach and this would be impossible because 
of a lack of sufficient tissue. 

Besides these considerations there would be the 
danger associated with an operation performed in one 
stage. This would be especially great if, in addition 
to the first stage of the gastroplasty actually per- 
formed by Kirschner, it would be necessary to add 
cesophagoplasty and the anastomosis. Even if it 
should be possible to perform the coesophagostomy at 
the same stage without prolonging the operation, 
there would be the additional danger of another 
operative wound and the completion of the anas- 
tomosis would prolong the operation. 

The author believes that, on account of its tech- 
nical difficulties and great dangers, the ideal gastro- 
plasty is not practicable and that the gastroplasty 
performed by Kirschner has no noteworthy advan- 
tages over dermojejunoplasty. However, while 
dermojejunoplasty has held and must continue to 
hold a leading place in cesophagoplasty, the gastro- 
plasty performed by Kirschner is a valuable tech- 
nical contribution because it permits us to help the 
patient when (as in the presence of scar tissue in 
the chest) a dermojejunoplasty cannot be carried 
out. Lurz (Z). 


MISCELLANEOUS 


Joannides, M.: An Extraperitoneal Transdiaphrag- 
matic Route for Lower Intrathoracic Surgery. 
Ann. Surg., 1920, Ixxxiv, 337. 


As the usual intercostal approach to the lower 
thoracic viscera may sometimes be undesirable, the 
author experimented on dogs with regard to a dif- 
ferent route of approach. He found that the peculiar 
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A paracostal ‘incision. The rectus and oblique muscles 
are cut and the costal margin is dissected free. Insert a 
shows line of incision. 


anatomy of the diaphragm and the transversus ab 
dominis muscle makes possible the extraperitoneal 
transdiaphragmatic route. At the point of their 
attachment, the diaphragm and the transversus ab- 
dominis interdigitate, and by incising these muscles 
at this point he was able easily to enter the pleural 
cavity without disturbing the peritoneum or the 
ribs. 

When the muscles were approximated properly 
there was no danger of postoperative hernia or of 
peritoneal infection. The temporary paralysis of the 
diaphragm which followed the procedure was an 
advantage rather than a disadvantage. Artificial 
respiration was started just before the diaphragm 
was opened and continued until the diaphragm was 
closed. By retracting the ribs upward and the dia 
phragm downward, the author obtained an opening 
large enough to approach the hilus of the lung. 

Ravpu B. Betrman, M.D. 
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GASTRO-INTESTINAL TRACT 


Alvarez, W. C.: The Diagnosis of Gastro-Intestinal 
Disease from a Good History. Nebraska State 
M. J., 1926, xi, 289. 

In most cases of gastro-intestinal disease, a full, 
well-taken, and well-interpreted history is the most 
important single factor in the diagnosis. Alvarez 
emphasizes the points which he thinks have high 
diagnostic value and gives many hints for the inter- 
pretation of symptoms. He reviews also the syn- 
dromes which are most commonly met with and 
which he believes every practitioner should know 
well. 


Ivy, A. C.: The Relation of the Gastro-Intestinal 
Tract to Pernicious Anzmia. Northwest Med., 
1926, XXV, 399. 

The author has collected evidence which suggests 
a relationship between the gastro-intestinal tract 
and pernicious anemia. He believes that all patients 
with a persistent achlorhydria should be given 
hydrochloric acid with and after meals. He suggests 
that the production of gastro-intestinal haemolytic 
toxins may be related to anemia. 

In the treatment of pernicious anemia, iron has 
been found of no value when it is given alone, but 
of great value when it is given with cod liver oil. 
Ultraviolet light should be applied to the entire body 
in gradually increasing amounts until the skin is 
tanned and the treatment then repeated at intervals. 
A diet rich in proteins and iron, the administration 
of spleen and red bone marrow, and blood trans- 
fusions are also of benefit. 

Avsert W. Hotman, M.D. 


Dunbar, J.: Acute Perforating Peptic Ulcer: An 
Analysis of 387 Cases. Glasgow M. J., 1926, n.s. 
XXIV, 109. 

In the majority of 387 cases of perforating gastric 
ulcer reviewed by the author there was a definite 
history of previous gastric trouble. The largest 
number of perforations occurred near the pylorus. 
Dunbar recommends spinal anwsthesia for opera- 
tions for perforating gastric ulcer because it is 
associated with less danger of pneumonia than 
general anasthesia. 

The best results in the cases reviewed were ob- 
tained by closure of the ulcer and good drainage. 
Excellent results were obtained by a modified 
pyloroplasty consisting of excision of the ulcer in its 
long axis and suturing of the gastric wall in the 
transverse axis. 

Fifty-four per cent of the patients recovered. The 
incidence of recovery was greater the earlier the 
operation. When the operation was performed 


within six hours after the perforation, the incidence 
of recovery was 77 per cent. When gastro-enteros- 
tomy was done with closure of the ulcer, 58.6 per 
cent of the patients recovered when the operation 
was performed within eight hours after the perfo- 
ration and 62.5 per cent recovered when it was per- 
formed within six hours after the perforation. 

The most common complication and cause of 
death was peritonitis. 

In no case in which pyloroplasty was done were 
there any subsequent gastric symptoms. 

The incidence of recovery was greatest in the cases 
treated most recently, probably because in these the 
condition was recognized earlier. 

Marcus H. Hosart, M.D. 


Devine, H. B.: The Early Diagnosis of Gastric 
Cancer. Med. J. Australia, 1926, ii, 209. 


Devine explains the early symptoms of carcinoma 
of the stomach on a physiological basis. The most 
constant symptoms are fullness, discomfort, pain, and 
more or less nausea and vomiting. The general 
symptoms are due to the intensely toxic effect of the 
cancer metabolites and to sepsis. The order and 
intensity of the symptoms vary with the type of 
cancer. 

Clinical findings suggesting carcinoma are the 
absence of a deep tender point, a progressive non- 
periodic history, a distinct loss of weight, and pain 
immediately after meals. 

Laboratory aids are valuable but are not always 
conclusive. 

In both early and late cases Devine makes an 
exploratory incision 1 in. in length under local 
anesthesia. This enables him to diagnose the 
condition at an early stage or to determine the 
operability of the case. 

Witt1aM E. SHACKLETON, M.D. 


Hartmann: Gastro-Enterostomy (A propos de la 
gastro-entérostomie). Bull. et mém. Soc. nat. de 
chir., 1926, lii, 372. 


This article is a brief discussion of some of the 
complications following gastro-enterostomy, with 
particular regard to their etiology. 

The author agrees with Duval that in the area of 
an ulcer there is an infection of the gastric wall with 
an inflammatory reaction of the gastric mucosa. He 
differs from Duval, however, in ascribing to this 
fact all of the complications following operations on 
the stomach. 

Vicious circle, he believes, is entirely mechanical in 
origin and can be prevented by anentero-enterostomy 
below the anastomosis. Simple reflux of bile into the 
stomach is due, in his opinion, to a localized peri- 
tonitis beneath the mesocolon caused by contamina- 
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tion by the surgeon at the time of the operation and 
not by inflammation of the gastric wall. Acute dila- 
tation may occur in cases without peritoneal irrita- 
tion in which autopsy reveals no condition to ac- 
count for it. This complication Hartmann calls 
“gastric atony”’ and compares to the vesical paraly- 
sis following pelvic operations. In some cases dila- 
tation is caused by mesenteric occlusion, the root of 
the mesentery and its contained vessels passing over 
and occluding the third portion of the duodenum. 
The causé of postoperative peptic ulcer is not clear. 
In dogs, an ulcer may develop after a gastro-enter- 
ostomy when no ulcer was present previous to the 
operation. A fact of seeming significance is that 
the acid gastric contents come into contact with the 
jejunal mucosa. Micuaet L. Mason, M.D. 


Orr, T. G., and Haden, R. L.: High Jejunostomy 
in Intestinal Obstruction. J. Am. M. Ass., 1926, 
Ixxxvii, 632. 

The authors have been interested in the chemical 
changes in the blood occurring in pyloric and high 
intestinal obstruction and the relation of these 
changes to sodium chloride therapy. These condi- 
tions show a constant rise in the non-protein nitro- 
gen and urea nitrogen, a fall in the chlorides, and a 
rise in the carbon-dioxide-combining power of the 
plasma. 

In experimental jejunal obstruction, jejunostomy 
did not prevent the usual changes and seemed to 
shorten life, whereas treatment with sodium chloride 
solution prolonged life, regardless of jejunostomy. 

As the result of their experiments on animals the 
authors believe that the clinical value of jejunal 
drainage for obstruction of the small intestine is yet 
to be proved. Witiiam E. SHAcKLeTon, M.D. 


Hipsley, P. L.: Intussusception and Its Treatment 
by Hydrostatic Pressure: Based on an Analysis 
of 100 Consecutive Cases So Treated. Med. J. 
Australia, 1926, ii, 201. 

Vickers, W.: The Diagnosis of Intussusception. 
Med. J. Australia, 1926, ii, 206. 


HIPSLEY reviews 100 consecutive cases of intus- 
susception in which an effort was made to effect 
reduction by enemas. 

Complete reduction was obtained by this proce- 
dure in sixty-two cases. In eighteen, it was deemed 
advisable to make a small opening to confirm the 
result. 

In the sixty-two cases in which reduction was 
accomplished by injection there was one death, that 
of an infant 10 months old who had been suffering 
from intestinal obstruction for three days. Death 
was due to shock. At operation, a pinhole perfo- 
ration was found in the ileum. The author says, 
“After distending the bowel with saline solution . . 
I foolishly, in this case, contrary to my usual 
practice, palpated the abdomen whilst it was still 
distended with fluid, thereby increasing the pressure 
to a degree impossible to determine and causing the 
perforation.” 


In the thirty-eight cases in which operation was 
performed there were four deaths. The duration of 
the condition in the fatal cases was forty-six, 
forty-eight, and fifty hours, and three and a half 
days. In two cases, resection was done, and in the 
two others reduction was effected only with great 
difficulty. 

Hipsley believes that in all cases of intussusception 
an attempt at reduction with hydrostatic pressure 
should be made. If necessary, this may be followed 
by operation through a lateral muscle-splitting 
incision to assist in the reduction. 

The best results are obtained by using a column 
of water with a head not. exceeding 3 ft., 6 in. The 
solution is passed into the bowel through a No. 15 
rubber catheter. The use of a graduated vessel 
makes it possible to watch the progress of the solu- 
tion. The catheter is inserted 3 or 4 in. without 
lubricants, and the buttocks are pinched closely 
around it to prevent escape of the solution. 

The fluid is allowed to flow and return until 
canary-yellow faces appear, which is almost certain 
evidence of reduction. The signs of reduction occur 
in the following order: 

1. The presence of abdominal distention after 
reduction under an anesthetic when, prior to the 
reduction, the abdomen was soft and flaccid. 

2. A canary-yellow color of the mucus and the 
appearance of specks of faeces in the second and 
third return after the injection. 

3. The presence of gas bubbles in the second and 
third return. 

4. Vomiting and the escape of bile-stained fluid 
from the nostrils during the third injection and while 
the child is deeply under the influence of the 
anesthetic. 

5. The absence of a definite tumor after the 
injection when such a tumor could be felt easily 
before. 

VICKERS reviews the cases of intussusception 
treated at the Royal Alexandra Hospital for Sick 
Children, Sydney, Australia. During the past 
twenty-six years, 870 cases have been treated, with 
a mortality of 14.5 per cent. Vickers believes that 
the decrease in the mortality in recent years has 
been due, not to any special skill in operating or any 
special method of treatment, but to early diagnosis 

A typical case of acute intussusception is reported. 
The patient was a breast-fed male infant 6 months 
old who was perfectly well until one morning when 
he suddenly screamed, drew up his legs, and became 
pale. This attack continued for ten minutes. A 
small bowel movement then occurred and the child 
became quiet and fell asleep. About half an hour 
later he passed some bright blood with mucus but no 
feces. After the first attack he continued to cry and 
vomit at intervals. Between the attacks he seemed 
fairly comfortable, but was rather restless. 

At examination ten hours after the onset the pa- 
tient was found to be a fat, well-nourished baby 
weighing 15 lbs. He did not appear to be very ill 
but was somewhat drowsy. His temperature was 
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97.4 degrees I’., and his pulse rate 130. His abdo- 
men was distended. He resisted examination, crying 
and stiffening his body. Under anesthesia, a freely 
movable mass about 10 cm. long could be felt above 
and to the right of the umbilicus. An injection of 
saline solution was returned with mucus, bright 
blood, and old blood, but no feces. 

The passage of blood is not a constant sign. In 
if per cent of the cases reviewed no blood was 
passed. ‘The passage of faces varies; in the majority 
of cases there is no passage of feces after the first 
spasm, when the lower bowel is emptied. 

A tumor mass is found in the abdomen in the 
majority of cases. If the abdomen is soft and flaccid 
and the tumor is not tender, the mass will be felt 
readily. The abdomen should be carefully palpated 
with the fingers following the line of the colon. 
Sometimes bimanual examination will help. In late 
cases the tumor can be palpated by rectum. 

Important points in the article are summarized as 
follows: 

1. Most acute intussusceptions (63 per cent of the 
series reviewed) occur in fat well-nourished babies 
between the ages of 5 and g months. 

2. Males are affected more frequently than 
females, the ratio being 61 to 39. 

3. A history of sudden onset was given in 87 per 
cent of the cases reviewed. 

4. In 8g per cent, blood was passed by the bowel, 
the average time being 7.2 hours after the onset. In 
twenty of the cases blood was not passed until after 
12 hours. 

5. Faces may be present in the movements after 
the onset, in 10 per cent after 8 hours. 

6. Every baby with a sudden attack of screaming 
associated with pallor should be carefully examined 
for a mass and should be given rectal lavage for 
evidence of recent or old blood. 

7. Blood is a relatively late sign. 

8. The finding of a mass per rectum should be 
regarded as a very late sign. 

g. Care must be taken not to mistake the lower 
edge of the liver for an intussusception. + 

1o. All patients with a history of three or four 
small bowel movements a day with blood and mucus 
should be carefully examined for a mass. 

11. In the cases reviewed the average length of 
time the condition had been present before operation 
was 18.5 hours. 

12. In the fatal cases the average length of time 
the condition had been present before operation 
was 44 hours. 

13. Although the condition is twice as common in 
males as in females, it appears that females are less 
resistant to it as 51 per cent of the deaths were those 
of females. 

14. Breast feeding was reported in 33 per cent of 
the case records and artificial feeding in only 5 per 
cent. In the remainder no mention of the feeding 
was made. The inference is that a very large 
percentage of the infants were breast fed. 

WILLIAM E. SHAcKLETON, M.D. 


Leveuf, J., and Roux-Berger, J. L.: Perforation ofa 
Jejunal Ulcer into the Free Peritoneal Cavity 
Following Gastro-Enterostomy (Perforation en 
péritoine libre d’une ulcére jéjunal consécutif 4 une 
gastro-entérostomie). Bull. et mém. Soc. nat. de chir., 
1926, lii, 409. 


This article reports the case of a man 47 years of 
age who suddenly became ill with abdominal symp- 
toms. ‘There was no nausea or vomiting, and at 
first the temperature and pulse remained normal. 

Examination revealed signs of a gastric perfo- 
ration (retraction, rigidity, diminished abdominal 
respiration, gas in the peritoneal cavity, etc.). In 
the abdominal wall there was a scar due to an oper- 
ation done in 1920 for gastric ulcer. 

Laparotomy performed immediately revealed a 
gastro-enterostomy performed evidently for a gastric 
ulcer, the scar of which was seen along the lesser 
curvature. In the efferent loop of the jejunum there 
was a perforation at a point about 2 cm. from the 
point at which this loop passed through the trans- 
verse mesocolon. The efferent loop was dilated for 
a distance of about 40 cm. without any apparent 
cause. When the perforation was opened a normal, 
though slightly thickened, mucosa was seen. So far 
as could be determined, the gastric mucosa was also 
normal. ‘The gastro-enterostomy was large and 
patent. The loop of anastomosis was dissected free, 
the anastomosis resected, a new Y= anastomosis 
made, and the pylorus excluded by a pursestring 
suture of catgut. 

The various types of ulcer following gastro- 
enterostomy are discussed. The incidence of perfo- 
ration is only about 12 per cent in gastrojejunal 
ulcer but about 30 per cent in jejunal ulcer. Multiple 
jejunal ulcers tend to perforate early, while the 
isolated ulcers perforate only after many months or 
years. In the case reported in this article the per- 
foration occurred after five and a half years. 

Leveuf ascribes the formation of jejunal ulcers to 
a disturbance of the static condition of the anasto- 
motic loops rather than to the presence in the intes- 
tine of acid chyme. He believes that the develop- 
ment of the ulcer is preceded by a dislocation of the 
loop from its normal position, as the result of which 
its circulation and emptying are disturbed. The 
presence of the acid chyme merely determines the 
location of the ulcer. Micnart L. Mason, M.D. 


Miller, R.: Cancer and Diverticulitis of the Large 
Intestine. Boston M.& S.J., 1920, exev, 253. 

Cancer of the large bowel occurs with about equal 
frequency in the rectum and rest of the colon, while 
diverticulitis usually occurs in the sigmoid flexure. 
Carcinoma of the right side of the colon produces 
symptoms resembling those of appendicitis with 
cramps and possibly anemia. When the carcinoma 
is in the transverse colon the colicky cramps are 
associated with vomiting and constipation of vary- 
ing degree. When the descending colon and sigmoid 
are involved, the cramps and constipation end in 
obstruction. 
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In persons of cancer age suspicion should always 
lead to the examination of the stool for blood and 
an X-ray examination of the large bowel after an 
opaque enema. 

Although cancer of the cecum is diagnosed with 
difficulty, it is most favorable for operation. When 
a cancer is located in the transverse or descending 
bowel where free delivery of the mass is possible the 
Mikulicz operation is safest. 

Diverticulitis usually causes localized pain and 
tenderness with constipation and more or less fever. 
There may be blood in the stools and a tumor mass 
may sometimes be felt. If a positive diagnosis can 
be made, conservative treatment is best, but when 
there is a suspicion of cancer an exploration should 
be done. 

The author reports six very interesting cases, the 
study of which leads him to the following conclu- 
sions: 

1. The stool examination is important. 

2. Exploration is preferable to procrastination. 

3. Cancer of the large bowel is favorable for 
operation. 

4. The occurrence of symptoms resembling those 
of appendicitis in the left lower abdomen means 
diverticulitis. For this condition, conservative treat- 
ment is indicated. Paut W. Sweet, M.D. 


Richard, A.: The Vascular Pedicles and Lymph 
Glands of the Transverse Colon with Refer- 
ence to the Surgery of Tumors of That Organ 
(Les pédicules vasculaires et lympho-ganglionnaires 
du colon transverse: récherches en vue de la chirur- 
gic des tumeurs de cet organe). Ann. d’anat. path., 
1920, ili, 571. 


In reviewing the anatomy of the transverse colon 
Richard calls attention to the fact that the hepatic 
and splenic flexures are rather solidly fixed. Because 
of this fact he does not accept Buy’s statement that 
the transverse colon may occupy any area of the 
abdomen. 

According to Gérard, the transverse colon may be 
divided into two parts: (1) a right part, including 
the hepatic flexure with a very short or no meso- 
colon, which is fixed in position, and a preduodenal 
section lying over the second part of the duodenum, 
and (2) a left part in which may be distinguished 
a movable section (epigastric and subcostal) which 
makes up the colic are and may assume varying 
shapes, and the splenic flexure. One line of the arc 
may be alongside the ascending colon and bound to 
it by a ligament or Lane’s fold. The are may be 
horizontal or vertical. These variations account for 
the difficulties in the diagnosis of abdominal tumors. 
The transverse colon, after rotation, is from 38 to 
87 cm. long, and this excess over the distance be- 
tween the two flexures must be distributed in the 
abdomen. 

The mesentery of the transverse colon is quite 
variable. At the hepatic flexure there is usually no 
mesocolon. At the right of the midline, beyond the 
second part of the duodenum, the mesocolon is quite 


short but quickly increases in length until, just to 
the left of the midline, it may be from 20 to 25 cm. 
long. It then progressively diminishes until, at the 
splenic flexure, it is again absent. 

The mesocolon and the relations of the transverse 
colon are complicated by the presence of the greater 
omentum. This represents a fusion of the mesogas- 
trium and the transverse mesocolon, the mesogas- 
trium pushing downward over the colon to form the 
gastrocolic ligament and the expanse of theomentum. 
The left extremity of this sheet forms the phrenocolic 
ligament, and the right, passing over the duodenum, 
may be attached anteriorto the right colic flexure. 

The vascular supply of the transverse colon comes 
from two sources, the middle colic artery from the 
superior mesenteric artery and the ascending ramus 
of the left colic branch of the inferior mesenteric 
artery. These vessels anastomose along the inferior 
border of the colon to form the arcade of Riolan 
which, in 75 per cent of the cases, has two tiers of 
vessels and in 3 per cent has three tiers. Although 
the anastomosis between these two vessels is fairly 
good and usually sufficient to maintain a good cir- 
culation, in 3 per cent of cases no branch at all comes 
from the superior mesenteric artery and in 50 per 
cent no branch comes from the inferior mesenteric 
artery. Hence, before ligating is done in the meso- 
colon it is well to be sure that two or more arteries 
are present. It must be borne in mind also that on 
the right side the artery and vein are side by side, 
but on the left side the inferior mesenteric artery 
and vein have different courses. 

The lymphatics of the transverse colon are com- 
posed of the various groups of glands and their con- 
necting afferent and efferent vessels. The usually 
accepted grouping of these glands is as follows: 

1. The epiploic glands, a series of small glands 
lying in the wall of the colon along its epiploic 
border. 

2. The paracolic glands along the short arteries 
and the arcade of Riolan. 

3. The glands lying along the course of the colic 
arteries. 

4. The principal lymph glands lying about the 
pancreas. 

According to Jamieson and Dobson, the lymph 
channels from the right two-thirds of the transverse 
colon fuse with the trunk from the ascending colon 
to empty into a series of glands about the middle 
colic artery, whence they pass to a series of glands 
associated with the superior mesenteric artery in the 
root of the mesentery. Those from the left third of 
the transverse colon follow the left colic artery and 
empty into glands near the origin of the vessel. 
Another set pass along the inferior mesenteric vein. 
All empty into the retropancreatic group of glands. 

According to Descomps and ‘Turnesco, whose 
findings were somewhat similar, the trunks of the 
right side follow the pedicle of the middle colic 
artery to empty into the glands about the superior 
mesenteric artery, whence they drain into the 
common portal group, passing on the way between 








the head and neck of the pancreas. Those from the 
left side follow the superior surface of the left colic 
artery to the point where it crosses the inferior 
mesenteric vein and then follow this vein to the 
retropancreatic glands and from there to the con- 
fluent portal lymph glands. 

Richard’s work was done on the cadavers of 
infants ranging from newborn infants to those 1 year 
of age. 

In the first case the pancreas lay in a horizontal 
position and the lymphatics from the left one- 
third of the transverse colon drained into the retro- 
pancreatic group of glands independent of any 
arterial association. From the right two-thirds of 
the transverse colon the lymphatics ran along the 
middle colic artery to join those of the superior 
mesenteric trunk in the angle between the head and 
neck of the pancreas. In the other cases similar 
findings were made, the left one-fourth to one-third 
draining into the retropancreatic glands and the 
right three-fourths to two-thirds draining into the 
prepancreatic group. Richard therefore concludes 
that for the excision of the corresponding sections of 
colon either the prepancreatic or retropancreatic 
glands are to be taken out. ; 

He describes a technique for this removal which, 
although he has used it only on the cadaver, he be- 
lieves will be feasible in surgical treatment. The 
great omentum is cut through at the lower border 
of the greater curvature of the stomach and the 
gastro-epiploic vessels are cut and ligated. The 
pancreas is approached by incising the transverse 
mesocolon and the pancreas is retracted upward. 
The prepancreatic, retropancreatic, and subpan- 
creatic glands may then be easily removed. 

Micuart L. Mason, M.D. 


Turner, G. G.: The Relationship of Proctology to 
Greater Medicine. Proc. Roy. Soc. Med., Lond., 
1926, xix, Sect. Surg., 27. 

Diseases of the anus, rectum, and, colon are 
sufficiently multitudinous and various to justify 
specialization. General diseases are often the cause 
of rectal symptoms, but there is another equally 
important group in which a condition primarily 
rectal has given rise to symptoms of general disturb- 
ance. 

Congestion of the rectum with its discomforts 
and burning pain and associated with cirrhosis of 
the liver, heart disease, and cyanosis is quite classical. 
The association of pulmonary tuberculosis and 
rectal abscess, though so well known, is not suffi- 
ciently recognized. Blood in the stools is always a 
symptom of significance. Any considerable ham- 
orrhage occurring after middle life is almost 
pathognomonic of a malignant growth in the large 
bowel and should prompt the most thorough 
examination. A fissure may cause abdominal pain 
in the cecal region suggesting appendix trouble. 
Similarly, piles may be a cause of very great general 
disability; not infrequently the patient complains 
of the anemia rather than of its cause. 





106 INTERNATIONAL ABSTRACT OF SURGERY 


The better results which are obtained today in the 
treatment of diseases of the rectum and anus are 
due to the more general application of surgical 
principles. An antiseptic technique and general 
surgical cleanliness are most important. The 
principle of physiological rest for a healing wound is 
secured by division of the sphincter. The principle of 
drainage must also be strictly observed in operations 
about the rectum. 

It is most important to recognize that the ordi- 
nary methods of diagnosis apply to the pathological 
conditions of the anus and lower bowel, and that the 
examination should be conducted in accordance 
with the usual routine. The sigmoidoscope is un- 
doubtedly of great value, and the X-ray is an 
important aid in the diagnosis of gastro-intestinal 
diseases. 

The early incision of the inflammatory foci about 
the ischiorectal region will cut short the disease and 
frequently prevent the development of fistula. All 
fistula should be treated by operation when they 
are small, or at all events, when they are compara- 
tively recent. No method short of division of the 
sphincter will cure a complete fistula, and time 
spent in trying other plans is not only wasted but 
ill used. 

It is a very good rule not to recommend operative 
treatment for piles until they have caused pronounced 
symptoms; otherwise the patient is almost sure 
to look upon the remedy as much worse than the 
disease. It is the operations on il!-developed cases 
that are most often attended by unfortunate 
results. 

In the treatment of rectal polypi it is most impor- 
tant to remember the tendency of these formations 
to recur and to recommend a period of careful 
watching lest the recurrence herald the onset of 
malignant disease. 

In the instruction of medical students, diseases 
of the anus and rectum should be dealt with, not as 
a specialty, but only as a branch of general surgery. 
Students do not see a sufficient number of the sim- 
pler cases which are of the sort they will come into 
contact with as soon as they go into practice. They 
should be taught the detailed management of minor 
conditions as well as the indications, probable risks, 
after-treatment, and results of operations for major 
conditions. Morris H. Kaun, M.D. 


Radice, L.: The Treatment of So-Called ‘‘Inflam- 
matory”? Strictures of the Rectum (Sur le 
traitement des rétrécissements dits ‘‘inflammatoires” 
du rectum). J. de chir., 1926, xxvii, 260. 


This article is based on a study of sixteen cases of 
so-called inflammatory strictures of the rectum and 
a review of those reported in the literature. Radice 
concludes that extirpation of strictures of the 
rectum secondary to hypertrophic stenotic rectitis is 
to be condemned. It is not even the best of palliative 
measures as asserted by Quénu and Hartmann. 
While a few successful results from this procedure 
have been reported, the cases have only recently 
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been treated and the patients are not yet safe from 
recurrence. 

Of the sixteen cases reported in this article, seven 
were treated by perineal amputation. In one case 
an attempt was made to amputate but failed and an 
iliac anus was established. In another, an explora- 
tory laparotomy was performed and followed by the 
establishment of an iliac anus, and in seven an iliac 
anus was established in the beginning without any 
attempt at other operative procedures. There was 
no postoperative mortality. 

In the seven cases of amputation not even the 
immediate results were very encouraging. In four 
cases one or several perineal fistula were formed 
which necessitated several later operations. In six 
cases there was a more or less copious mucopurulent 
discharge, but continence was satisfactory. 

Of the patients who were followed up, four had a 
recurrence in less than a year and in each instance 
the recurrence was accompanied by a more or less 
copious discharge. In one case the general condi- 
tion was good four years after the operation, but the 
patient is suffering from a copious discharge, a recto- 
vaginal fistula, and marked incontinence. Another 
patient has rectitis, a perineal fistula, and a fecal 
fistula in the left iliac fossa. One patient is in good 
general condition six years after the operation and 
has perfect continence, but the stenosis has re- 
curred. 

In the opinion of most surgeons, the chief cause of 
recurrence is rectitis which is not cured by the 
operation, but Radice believes it is a perirectitis 
since a simple rectitis could not cause a post- 
operative stricture or a stenosis in two or three 
months. The sclerosis extends to the entire ischio- 
rectal fossa, starting from the lesions in the mucous 
membrane of the rectum. Bensaude says that extir- 
pation is the treatment of choice if the stricture is 
movable on the deeper tissues, but Radice finds that 
the degree of mobility does not necessarily indicate 
the extent of the perirectitis since there are cases 
of mobile stenosis with very extensive lesions and of 
almost immobile stenosis with a very limited degree 
of rectitis. 

The author divides the cases into two groups, 
those in which stenosis is manifest and those in 
which the condition is still in the stage of proliferating 
rectitis or proliferating and suppurating rectosig- 
moiditis. 

For the first group of cases he advises the establish- 
ment of an iliac anus, the chief essential being 
derivation of the feces. The second group rarely 
come to the surgeon but are those in which the most 
benefit is derived from an artificial anus, since, for a 
permanent cure, the intestine must be entirely 
excluded. 

After the establishment of an iliac anus, medical 
treatment will be apt to cure the rectitis and the 
anus may then be closed. If the rectitis persists in 
spite of treatment and forms a stenosis, the artificial 
anus must be permanent. 

Aubrey G. Morcan, M.D. 


LIVER, GALL BLADDER, PANCREAS 
AND SPLEEN 


Greene, C. H., and Conner, H. M.: Diseases of the 
Liver: V. A Comparative Study of Tests for 
Hepatic Function in Certain Diseases of the 
Hematopoietic System. Arch. Int. Med., 1926, 
xxxviii, 167. 

Greene and Conner report the results of a study 
of hepatic function in a series of cases of hemolytic 
jaundice and certain other diseases of the hama- 
topoietic system. The method of investigation 
followed the same lines as in a previous study of 
obstructive jaundice; the concentration of serum 
bilirubin and the retention of injected phenolte- 
trachlorphthalein in the blood were followed in each 
case. 

Functional disturbances in the liver are apparent- 
ly not sufficiently great to be of clinical significance 
in most diseases of the haematopoietic system, 
hemolytic jaundice, pernicious anemia, poly- 
cythemia, leukemia or of splenomegaly of the 
Gaucher type. The greater number of tests for 
heptatic function studied did not show significant 
changes from the normal. Infiltration of the liver 
by iron-containing pigments, fat, or leucoblastic 
cells in these different conditions has been described, 
but if functional disturbances are produced by this 
infiltration they were not such in kind or degree as 
to be demonstrable in these cases by the methods 
studied. 

An increase in serum bilirubin is of value in the 
differential diagnosis between hemolytic anwmias 
and the ordinary secondary types. In cases of 
hemolytic icterus and pernicious anemia, changes 
in the serum bilirubin serve accurately to indicate 
changes in the severity of the hemolytic process. 
The serum bilirubin is equally of value in following 
the course of a hemolytic crisis after transfusion or 
the artificial hemolytic crisis produced by the thera- 
peutic use of phenylhydrazine. The serum bilirubin 
in these instances is an index of the severity of the 
— process rather than of disturbances in the 
iver. 

The “indirect” diazoreaction when associated 
with an increase in the serum bilirubin is charac- 
teristic of an icterus of hemolytic origin and is of 
diagnostic value. The frequent association of gall 
stones with hemolytic jaundice will serve to account 
for the occasional “direct” diazoreactions obtained 
in the latter condition. 

In cases of splenic anemia particularly, the 
phenoltetrachlorphthalein test shows changes that 
may. apparently be related to the severity of the 
cirrhotic changes in the liver. Under these condi- 
tions the test would seem to be of some diagnostic 
and prognostic value. 

In cases of myelogenous leukemia, and to a lesser 
extent in those of lymphatic leukemia and polycy- 
themia vera, there is a disturbance in the non- 
protein nitrogen partition in the whole blood. This 
is characterized by an increase in the amino acids 
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and undetermined nitrogen fractions with a conse- 
quent increase in the total non-protein nitrogen. 
These changes are perhaps to be related to the 
metabolic activity of the cells themselves, especially 
that of the leucocytes, rather than to any general 
metabolic disturbance. 


Pérard and Roux-Berger: Forty-Six Cases of Liver 
Abscess (Quarante-six cas d’abces du fois). Bull. 
et mém. soc. nat. de chir., 1926, lii, 402. 

Of the forty-six cases of hepatic abscess reviewed 
by the authors, twenty-two were treated medically 
with one death, that of a patient who was sent to the 
hospital with the diagnosis of paratyphoid, a diag- 
nosis which was not proved incorrect until it was 
too late for operation. ‘Twenty-four cases were 
treated surgically. Among these there were three 
deaths, one that of a cachectic woman who had been 
sick for two months, another that of a boy 8 years 
old, and another that of a man 62 years old. 

The majority of cases present the classical picture, 
but at times the condition may be confused with 
peptic ulcer, gall-bladder disease, pleurisy, appendi- 
citis, typhoid, or paratyphoid fever. Physical ex- 
amination may reveal nothing but a tender area at 
the right edge of the liver. This, the author says, is 
a constant finding. The history is often of no value 
in the diagnosis as the patient may have forgotten 
the chills or diarrhoea of the initial infection. 

From the clinical standpoint, Pérard distinguishes 
several forms of abscesses. ‘The most common is the 
paratyphoid abscess. Other types are the pre- 
suppurative, the sclerotic perihepatic, the pseudo- 
malarial, and an apyretic form. 

The authors emphasize the importance of the 
X-ray in the diagnosis but admit that the picture is 
not constant. However, the liver is usually enlarged 
and sometimes it is deformed. In some cases a 
hydropneumatic cavity may be present, the dia- 
phragm may be vaulted up into the chest, and there 
may be cloudiness in the costophrenic angle or even 
pleural fluid. . 

As soon as the diagnosis is made the authors give 
emetin with sodium cacodylate and stovarsol. If 
this fails to cause improvement, resort is had to sur- 
gery. 

The injection of the abscess cavity with eme- 
tin is not recommended. The abscess is located by 
puncture and, under ether anaesthesia, the incision 
is made beside the puncture needle. If the abscess 
is found along the anterior surface, the incision is 
made just below the costal border. The peritoneum 
is then protected by compresses and the abscess 
opened. After the pus has been evacuated a finger is 
introduced and the cavity explored to make certain 
that no accessory pockets are left. One or two drains 
and a strip of gauze are left in the space, the field is 
cleaned with ether, and the skin closed loosely with 
one or two sutures. If the abscess is posterior, the 
incision is posterior, a rib is resected, and the pleura 
is sutured to the edges of the wound. Primary 
closure is not done. Micuaer L. Mason, M.D. 
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Finkelstein, B. K.: The Indications for Operation 
in Diseases of the Biliary Passages (Zur Frage 
der Indikationen zur Operation bei Erkrankungen 
der Gallenwege). Verhand!. d. 16 russ. Chir.-Kong., 
Moscow, 1925, O15. 


This report is based upon 342 surgically treated 
cases of disease of the biliary passages. Of this 
number, 185 (54 per cent) were emergency cases. 
The majority were severe cases with advanced 
changes in the gall bladder and marked adhesions. 
The operative indications depend upon the form of 
the disease. 

In the group of cases with tumor, operation is 
indicated definitely but its results are unsatisfactory. 
Carcinoma is found in from 3 to 8 per cent, but a 
radical operation is possible in only one-third, the 
mortality is high, and the incidence of permanent 
cure is low (3 per cent). 

In hydrops there are no vital indications for 
operation, but operation is necessary in the majority 
of cases. The results of operation in this condition 
are excellent, a cure being obtained in 100 per cent 
of the cases. 

Parasitic conditions (echinococcus and _ ascaris) 
are rare but definitely require operation. The 
author reviews ten such cases. 

The most common biliary conditions are com- 
plicated recurrent and acute suppurative cholecys- 
titis. The indications for operation are absolute. 
By means of a timely operation, seventy of seventy- 
six patients were freed from symptoms for from six to 
fifteen years. 

Finkelstein discusses the question as to whether 
the early operation advised by many surgeons pro- 
tects against complications and whether it is 
justified. He himself belongs to the group of oppo- 
nents of the unconditional early operation as he 
believes that in this respect there is no parallelism 
between cholecystitis and appendicitis. He contends 
that we must speak, not of an early operation, but 
of a timely operation. Inchronic recurrent cholecys- 
titis with stones and severe anatomical changes 
cholecystectomy is always indicated as internal 
treatment is of little benefit. 

In the group of diseases of the deep biliary pas- 
sages with acute or chronic obstruction of the ducts 
operation is indicated unconditionally. 

The general operative mortality is no less than 10 
per cent, but the mortality in the different groups of 
cases falls to between 2 and 4 per cent. A permanent 
cure is obtained in from 80 to 95 per cent of the 
cases. 

In the discussion of this report, FEpoRorFrF stated 
that by the term “early operation” as applied to 
cholecystitis he understands an operation performed 
within a year after the attack. Such operations 
have a mortality four or five times less than that of 
late operations. Operations performed during an 
attack and in the first ten days thereafter have a 
mortality twice as great as that of interval opera- 
tions. In cases with icterus, operation should be 
done two weeks after the first appearance of the 
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condition. Fedoroff sees no special advantage in 
complete closure of the abdominal cavity without 
drainage following cholecystectomy. 

SIEBENHAAR reported that he has performed 
thirty-one operations on the biliary passages in a 
rural practice in the German Volga colonies and is 
greatly in favor of early operation. In eleven cases 
the abdominal cavity was completely closed. 

WISCHNEWSKI recommended for chronic cholamia 
a simple and conservative treatment. He does not 
extirpate the gall bladder but removes the calculi 
and drains the biliary ducts. 

PIKIN stated that early operation is justified in 
cholecystitis under certain conditions. 

BRSHOSOWSKI considers operation indicated even 
in the acute stage. He is in favor of immediate 
closure of the abdominal cavity after cholecystectomy 


but only in cases in which the stump of the cystic 
duct can be well peritonized. 

Hesse defended early operation. He stated that 
Fedoroff’s opposition to early operation is based 
chiefly on the statistics collected by Hotz, which 
indicated that in cases operated upon during an 
acute attack the mortality is doubled. In contrast 
to these statistics, however, are the statistics of 
Mayo which are based on 17,000 cases and favor 
early operation. Early operation renders later 
serious operations unnecessary and thereby lowers 
the mortality. 

GreEKow stated that he also favored early operation 
but only when the diagnosis is Absolutely sure and 
the condition is severe. He believes that after 
cholecystectomy immediate closure of the abdominal 
cavity without drainage is risky. ScHAACK (Z). 
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Regaud, Beuttner, Recasens, Forsdike, and Others: 
Radium Therapy of Uterine Cancer (Curie- 
thérapie du cancer utérin). Gynécologic, 1926, xxv, 
218. 

ReGAuD states that, according to statistics, radi- 
um treatment effects a cure in from 15 to 20 per cent 
of cancer of the uterine cervix regardless of the stage 
of development of the cancer. In inoperable car- 
cinoma the incidence of cure is from 5 to 15 per cent, 
while in operable cases as a whole it is from 30 to 40 
per cent and in the most favorable group of cases, 
those of Group 1, it is from 40 to 60 per cent. 
Regaud looks for further improvement in the results 
as the technique of radiation is improved. He out- 
lines the treatment indicated in the four groups of 
cases as follows: 

Group 1, cases in which the condition is operable 
and in the early stages. These may be treated by 
hysterectomy, the application of radium to the 
cervical canal, or radium irradiation followed by 
operation. . 

Group 2, cases in which the condition is operable 
but the prognosis is less favorable than in those of 
Group 1. The treatment should be radium irradia- 
tion alone. 

Group 3, cases which are inoperable. These 
should be treated with radium applied in the cervix 
or over the abdomen or with the X-ray or with both 
radium and the X-rays. 

Group 4, cases which are inoperable and in which 
the prognosis is least favorable. The treatment 
indicated is irradiation over the abdomen with either 
radium or the X-ray. 

Regaud discusses the various factors which affect 
the treatment, such as infection of the cervix, a poor 
general condition, the development of immunity or 
resistance to radiation by the growth, the develop- 
ment of increased sensitiveness to radiation by the 
surrounding tissues, necrosis of the vesical and 
rectal walls, and the general effect as a whole. 

BEUTTNER reasons that if inoperable cervical 
carcinoma is sometimes cured by radium, operable 
carcinoma of the cervix should also be cured by it. 
Cancer of the body of the uterus, however, is not at 
all amenable to this treatment. Radium treatment 
is still new and much is to be expected from it. 

RECASENS states that early diagnosis and the use 
of radium have both improved the prognosis of 
cervical carcinoma. Combined radium and X-ray 
treatment is a marked therapeutic advance. The 
choice between radium therapy and surgery has 
not yet been settled, but radium is being em- 
ployed in many cases that were once regarded as 
surgical. 


FoRSDIKE reports that of 197 women with 
uterine carcinoma, seven, in whom the condition 
was in the early stages, were treated with the X-rays 
or radium alone. Of these seven, six are still living 
with no manifestations of the disease—two after 
four years and eight months and one each after three 
years and ten months, two years and four months, 
one year and ten months, and one year and one 
month. In fifty advanced cases a Wertheim opera- 
tion was done and followed by radiation. In forty 
cases of carcinoma recurring after a hysterectomy, 
irradiation gave good results. One hundred very 
advanced cases were treated by irradiation alone. 
If the tumor is operable it should be removed and 
radium and the X-rays should be used both before 
and after the operation. Deep therapy is of great 
value but is not the method of choice. 

In discussing Forsdike’s report, ROBINEAU dis- 
cusses the technique and dosage of radium treat- 
ment. He believes that radium may be legitimately 
used in a certain number of operable cases. Pre- 
operative radium treatment is often indicated, but 
the operation should always be as radical as possible. 
Postoperative radium treatment is also often of 
value. Benefit may be received from radium even 
in far advanced cases. Of a series of patients treated 
with radium during the years 1923, 1924,and 1925, 
about 50 per cent were still alive from two to three 
years and about 70 per cent one year after the 
treatment. 

Deporte and CAHEN report upon 254 cases of all 
types of cancer of the cervix which were treated with 
radium. A cure lasting for one year or longer was 
obtained in twenty-four (32 per cent) of sixty-six 
operable cases, in thirty-six (37 per cent) of 115 
inoperable cases, and in ten (13 per cent) of seventy- 
three far advanced inoperable cases. External radi- 
ation with either radium or the X-ray does not 
seem to give the results obtained by the direct 
application of radium to the growth. 

In the discussion of this report, Proust states that 
for the advanced inoperable cases (those belonging 
to Groups 3 and 4 in which the entire broad liga- 
ment is infiltrated) radium is a miraculous thera- 
peutic agent, whereas in cases of Group 2, in which 
the broad ligament is only partially invaded and the 
uterus is still mobile, radium is indicated very 
definitely. In the early stages of the condition, the 
best prognosis is offered by the Wertheim operation. 

Meyer and Cueva have devised an apparatus 
which holds 4 gm. of radium and is used at a distance 
of 115 mm. from the abdomen. Two patients may 
be treated with it at once. Meyer and Cheval advise 
its use for the treatment of glandular metastases, 
deep carcinoma not to be reached by way of the 
vagina or rectum, and after the direct application of 
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radium to the cervix. It may be employed also in 
pre-operative treatment. 

In the discussion of this report, ARNAUD reports 
the cases of forty women with cervical cancer who 
were treated with radium and since the treatment 
have been miserable because of rectal and vesical 
complications, pelvic adhesions causing intolerable 
pain, etc. The metastases in these cases are very 
massive, much larger than ever known before the 
era of radium. Arnaud therefore uses radium only 
when the case is absolutely inoperable. 

Faure states that in favorable cases operation is 
the best treatment, giving three times more cures 
than radium. Radium irradiation and surgery 
should not be associated. Radium should be used 
only in cases of extensive or infected lesions. 

Monop reports seventy-five cases treated by 
radium irradiation and total hysterectomy com- 
bined. Radium emanations were applied from four 
to six weeks before the operation and seemed to 
diminish the risk of dissemination during the opera- 
tion, reduce the infection, and cure the ulceration. 
This method resulted in a three-year cure in about 
60 per cent of the cases. 

Stuys emphasizes the superiority of the radium 
gamma rays to the X-rays in the treatment of neo- 


- plasms. Many factors such as the site, extent, and 


nature of the growth must be taken into considera- 
tion and the radium applied only where it is needed. 
The irradiation of normal tissue must be minimal. 

BEGOUIN reports on 133 cases of histologically 
proved cancer of the cervix. All operable cases were 
treated surgically. Seven patients were treated with 
radium alone because of diabetes, cardiac trouble, 
or albuminuria. Of these, six were cured, one had a 
recurrence after four years, and one with a recur- 
rence was again treated with radium and cured. In 
Begouin’s opinion, radium gives as good results as 
surgery even in operable cases. 

DOoNALDSON calls attention to the fact that sur- 
geons do not place enough reliance on radium, most 
techniques of application are empirical, and the 
action of radium on the cell is not well known. In 
one series of cases, Donaldson applied two tubes of 
50 mgm. each, in tandem, in the cervical canal and 
introduced a number of needles containing 5 mgm. 
into the wall of the cervix. These were left in place 
for from one to forty-eight hours. In another series 
of cases 50 mgm. of radium were left in from 144 to 
181 hours. The question of dosage is still very 
unsettled. Of ninety-six women with definitely 
inoperable cancer who were treated in the manner 
described fourteen are still alive after one year, and 
of six in which the condition was of the borderline 
type, two are still alive at the end of a year. 

In the discussion of this report, ODESCALCHI 
recommends irradiation of the growth with radium 
in two stages, the cervix being treated first and the 
body of the uterus next. The best results are ob- 
tained in cylindrical cell carcinoma of the cervix and 
adenocarcinoma of the body of the uterus. 

MicuaeEt L. Mason, M.D. 


Gaarenstroom, G. F.: Is Irradiation Treatment 
Justified in Operable Carcinoma of the Cervix 
Uteri? Acta radiol., 1926, vi, 458. 

According to various reports based on large series 
of cases, the irradiation treatment of operable car- 
cinoma of the uterus results in a cure in from 30 to 
50 per cent. Taussig obtained a cure in 131 (31 per 
cent) of 415 operable cases. The author reports the 
cases of five patients with operable uterine cancer 
who were restored to health for eight, seven, seven, 
five, and four years respectively by irradiation 
treatment. 

The opponents of irradiation therapy for operable 
uterine cancer are those who have had poor results 
from it. The technique used is of the greatest im- 
portance. Exclusively external irradiation is to be 
rejected. 

Gaarenstroom believes that irradiation is justifiable 
for operable uterine cancer since its results are equal 
to those obtained by operation. When the opera- 
bility of a case is doubtful, irradiation is defin- 
itely indicated. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Shaw, W.: The Interstitial Cells of the Human 
Ovary. J. Obst. & Gynec. Brit. Emp., 1926, xxxiii, 
183. 

After a study of material from operations and 
autopsies, including fatal ovaries, the ovaries of 
girls under the age of puberty and of women past 
the menopause, pregnant women, and non-pregnant 
women in the child-bearing period, the author con- 
cludes that the interstitial cells of the human ovary 
are found with extreme difficulty if the usual stains 
are employed and that special methods are necessary 
for satisfactory specimens. The cells stain fairly 
well with the Pappenheim stain, but the best 
method consists in making frozen sections and using 
a fat stain such as Scharlach R, Sudan III, or Nile 
blue sulphate. In this way the relationship of the 
interstitial cells to the atretic forms of the follicle 
may be well brought out. 

If paraffined sections of the ovaries of women in 
the child-bearing period are examined, the inter- 
stitial cells are found mainly in the medulla. They 
occur either singularly or in small groups as large 
polyhedral cells of epithelioid type with rounded 
nuclei. Invariably the protoplasm is pigmented, 
assuming a_ yellowish-brown color, and _ faintly 
irregular. In paraffined sections the lipoid content 
can be made out, but the cells are difficult to iden- 
tify because they are inconspicuous among the 
stroma cells and their relations to atretic follicles 
and the various hyaline bodies is not shown. In 
frozen sections the cells are readily distinguishable if 
fat stains are used. With Scharlach R, they stain a 
deep crimson and the older the cell the darker the 
stain. With Nile blue sulphate the cells assume a 
dark oxford blue color. 

The interstitial cells are formed from the theca 
interna of the corpus luteum and have been found 
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in ovaries as early as the thirty-second week after 
intra-uterine life. Before birth they are scant and 
their lipoid content is small. After birth they in- 
crease in number. Their production stops with the 
menopause; in senile ovaries none can be found. 
Their function is obscure, but in Shaw’s opinion 
they probably influence the hypertrophy of the 
breasts, the female character of the pelvis, and the 
development of the uterus, and during the child- 
bearing period the degenerating corpus luteum 
probably enhances their effect. 
Arbert W. Hoitman, M.D. 
Amreich, I.: Metastatic Carcinoma of the Ovary 
Operated upon in Two Stages (Zweizcitig operi- 
ertes Carcinoma ovarii metastaticum). Arch. f. 
klin. Chir., 1926, cxl, 638. 


The author operated upon an ileocwcal tumor 
with ovarian metastases in a nullipara 62 years of 
age. At the first operation an ileocewcal resection 
with removal of a large piece of the ileum, the entire 
ascending colon, and some glands was done in the 
typical manner. At a second operation sixteen days 
later, abdominal total extirpation of the uterus and 
adnexa was done. ‘Twenty-two days later the 
patient was discharged as cured. The peculiarities 
of this case were the following: 

1. ‘The patient was older than most women with 
metastatic carcinoma of the ovary. 

2. ‘The symptoms which led the patient to seek 
medical aid were caused by the primary cancer in 
the colon instead of the ovarian tumor. 

3. ‘The colonic tumor was larger than the ovarian 
metastasis, whereas the reverse is usually the case. 
The slow growth and early necrosis of the tumor 
may possibly be accounted for by the patient’s age, 
the cessation of ovarian function, and the absence 
of the monthly hyperemia of the ovary. 

4. There was no ascites, whereas ascites is usually 
present in cases of metastatic ovarian carcinoma. 

5. The primary tumor was in the caecum and 
advanced to the ileum without affecting the ileo- 
cecal valve. As the peritoneum in the vicinity of 
the tumor and the lowest portion of the ileum showed 
a fibrinous deposit, it is not unlikely that, with the 
tendency of the carcinoma to undergo’ mucoid 
degeneration, spontaneous perforation of the gut 
and peritonitis would ultimately have occurred. 

6. Both the primary and the secondary tumor 
were operated upon. Only five other cases have been 
operated upon in this way. Usually the ovarian 
tumor, which appears first, is operated upon first 
and the patient dies in a few years from the gastro- 
intestinal carcinoma, or the surgeon sees the 
Krukenberg tumor as a carcinoma of the gastro- 
intestinal tract and death occurs after from one to 
one and a half years from the carcinoma of the 
ovary. Occasionally the ovarian or gastro-intestinal 
tumor or both are already inoperable when the case 
is first seen. 

7. Today, five months after the operation, the 
patient feels remarkably well and has gained 5 kgm. 
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in weight. No sign of recurrence is revealed by 
palpation. 

The author explains the result by the assumption 
that the lymphatic channels between the original 
site of the neoplasm in the intestine and the site of 
the metastasis in the ovary were passed by the 
cancer without being affected by it. 

NEUMANN (G). 


Daniel, C.: The Condition of the Interstitial Por- 
tion of the Fallopian Tubes in Disease of the 
Uterus and Adnexa (De l’état des trompes in- 
terstitielles dans les affections utéro-annexielles). 
Gynéc. et obst., 1926, xiii, 81. 

The normal interstitial portion of the fallopian 
tube is 7 or 8 mm. long. Because of the finger-like 
projections of the mucosa which are characteristic 
of this portion of the tube, the lumen appears 
macroscopically as an irregular slit. Toward the 
uterine end there are numerous diverticula which 
may encroach considerably on the lumen. 

Normally the tubes are permeable to liquids under 
a pressure of from 60 to 100 mm. Hg. Complete 
obstruction is rare, but in advanced pathological 
conditions a pressure of from 200 to 250 mm. Hg. 
may be necessary to ove rcome the resistance e. As 
permeability persists even in pyosalpinx, it is evident. 
that there are factors other than obliteration of the 
uterine end of the tube which are responsible for the 
retention of the products of inflammation. 

In all forms of salpingitis the interstitial portion 
of the tube is usually involved. With regard to 
tuberculous salpingitis, this fact leads to the con- 
clusion that a salpingectomy should always be 
supplemented by a total or at least a fundal hyster- 
ectomy. 

In cases of voluminous uterine fibroids, complete 
obliteration of the interstitial portion of the tubes is 
the rule. 

The article contains thirty-three 

ALBERT IF. De 


case histories. 
Groat, M.D. 


MISCELLANEOUS 


Michon, L., and Comte, H.: Adenomyomata of the 
Rectovaginal Space: Fifteen Personal Observa- 
tions (Les adénomyomes de !’espace recto-vaginal: 
A propos de 15 observations personnelles). J. de chir., 
1926, Xxvii, 385. 

The authors report fifteen of their own cases of 
adenomyomata of the rectovaginal space and review 
1o1 cases reported in the literature. 

Adenomyomata of the rectovaginal space show 
the same histological structure as the usual adeno- 
myoma, being composed of two elements: (1) 
glandular cavities covered by characteristic uterine 
epithelium, and (2) myomatous tissue surrounding 
these cavities. The glandular elements are com- 
posed of a lining epithelium having cylindrical cells 
which may or may not be ciliated. The cells are 
arranged in layers and are usually typical. They 
form small islands, small cavities, and glandular 
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tubes which may dilate and become cystic. In sec- 
tions these elements have variable forms. They 
may be round, ovular, or stellate. The cells are 
exactly like those of the normal uterine mucosa. 
Around this epithelium is frequently noted the 
stroma resembling lymphoid tissue to which the 
name “‘cystogenous tissue” has been given. This 
tissue may form a complete ring around the glandu- 
lar element or may only partially surround it. 

The myomatous element is composed of rings of 
unstriated muscle fibers similar to those of the 
uterus. It may surround the glandular cells com- 
pletely or partially. 

During the menstrual periods, hamorrhages occur 
in the cavities and the blood becomes altered. In 
some cases true hemorrhagic cysts develop. These 
intracystic haemorrhages explain the pain of the 
condition and particularly the menstrual crises. 

The mucosa functions not only during menstru- 
ation but also during pregnancy. During pregnancy 
a true decidual reaction occurs. At the menopause 
the adenomyoma retrogresses. The adenomyoma- 
tous mucosa is subject to the same infections and 
degenerations as the uterine mucosa. 

The type of adenomyoma under discussion is 
found not only around the uterus, but also in the 
fallopian tubes, the ovaries, the round ligaments, 
the pelvic peritoneum, the intestines, the umbilicus, 
and the scars of laparotomies. Of the theories attrib- 
uting the neoplasms to embryonal rests, the theory 
of von Recklinghausen ascribing them to wolffian 


rests has found most general acceptance. Rosman 


believed these tumors to be of muellerian origin. 
This theory would explain the uterine and tubal 
tumors but not those which occur about the umbili- 
cus and intestine. In the majority of cases the 
theories ascribing the growths to embryonal rests 
must be abandoned. 

According to Cullen, the uterine adenomyomata 
have their origin in the uterine mucosa. Cullen has 
noted that in the majority of cases the uterine glands 
are continuous with those of the adenomyoma, but 
he maintains that this continuity is not essential to 
affirm the acquired mucous origin of the adenomyoma. 

The theory ascribing the adenomyomata to 
heterotopic epithelial cells will explain only adeno- 
myomata of the uterus and uterine cornua. 

Meyer believes that the growths have their origin 
in a metaplasia of the endothelial cells to cells of the 
cuboidal type under the influence of inflammation or 
pregnancy. 

Sampson’s theory of the extrusion of uterine cells 
in a menstrual backflow through the tube will 
explain the chocolate ovarian cysts and the adeno- 
myomata in the pouch of Douglas. 

In the authors’ opinion, Meyer’s theory is best 
adapted to explain these tumors in all of their 
locations. 

Adenomyomata of the rectovaginal space may be 
divided grossly into four forms: (1) beginning 
vaginal, (2) the nodular, (3) the diffuse, and (4) the 
pelvic. 
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In the first stage of the evolution of an adenomy- 
oma of the rectovaginal space there is a small indu- 
rated mass in the upper part of the posterior vaginal 
wall near its insertion into the cervix. The tumor 
may grow either toward the vagina or toward the 
peritoneal side. In the first instance the lesion ap- 
pears as a small cyst, and in the second is manifested 
by adhesions in the cul-de-sac or a more or less 
dimpled scar. 

In the second stage there is a tumor the size of a 
hazel nut which is generally situated on the posterior 
surface of the cervix just above the vaginal insertion. 
The development of this mass is mainly vaginal. 

In the third stage the- tumor becomes larger and 
infiltrates the nearby tissues, lodging itself between 
the cervix and the rectum and vagina below the 
cul-de-sac. It is fixed to the rectum and the pos- 
terior aspect of the cervix and vagina and forms 
a diffuse block. It may develop from the vaginal 
side, obliterating the posterior cul-de-sac. The 
vagina and rectum and the bases of the broad 
ligament are more or less infiltrated, 

In the very.advanced stage the tumor may reach 
large dimensions and invade all or part of the lower 
pelvic cavity, obstructing nearby organs, causing 
stenosis of the rectum, and compressing the uterus 
and sacral plexus. These advanced forms are rarely 
seen. 

Surgical intervention is the only method by which 
the clinical diagnosis may be confirmed. The symp- 
toms include dysmenorrhoea, rectal symptoms, and 
hemorrhage. The only symptom which is constant 
is acquired dysmenorrhova, but as this is present in 
many other conditions it is not pathognomonic. 
The dysmenorrhoea is usually very painful, in certain 
cases suggesting hepatic or nephritic crises. As a 
rule the pain occurs during the first two days of the 
menstrual period. 

The rectal symptoms are premenstrual and 
menstrual rectal tenesmus and pain. Occasionally 
there is vesical tenesmus. When both rectal and 
vesical tenesmus are present, the term ‘ hypogastric 
ganglion syndrome” is used. Besides these rather 
acute pains there may be constant slight rectal pain. 
When the intestinal circulation is disturbed there 
may be severe constipation. In rare instances blood 
has been passed from the rectum at the menstrual 
period. This is due to hyperplasia of the mucosa 
and not to rectal ulceration. Almost as constant a 
symptom as dysmenorrhoea is menorrhagia due to 
the mucous hyperplasia of the mucosa in the 
vicinity of the tumor. 

In the advanced cases there may be metrorrhagia. 
Less frequently the patient complains of dyspa- 
reunia. 

The authors discuss the physical signs in early 
cases, those in which the tumor is localized, those in 
which it has become diffuse, and those with extensive 
pelvic involvement. 

In the early stages the lesions may be so minute 
that they may be easily missed, but on very careful 
examination a lack of smoothness of the vaginal 
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mucosa and submucosa in the posterior cul-de-sac 
is noted. There may be also an ill-defined small 
induration. This is often painful and usually tender. 
Rectal examination usually reveals a small indura- 
tion. Speculum examination sometimes shows that 
the vaginal mucosa at the cervical juncture is ele- 
vated by several small bluish cystic masses. Bi- 
manual examination of the tubes and ovaries is 
usually negative. 

In the stage of localized tumor the physical signs 
are more marked. A small nodule about the size of 
an almond is found between the posterior aspect of 
the cervix and the rectum. ‘This nodule is compact 
but not well limited, slightly mobile, and more or 
less fixed to the cervix and the anterior wall of the 
rectum. It is usually median, but may be lateral. 

In the diffuse stage there is an adherent tumor 
filling the pouch of Douglas and suggesting an 
inflammatory infection. This tumoris very irregular, 
often cystic, and adherent to the rectum, which it 
sometimes encircles. The mucosa of the rectum is 
not affected, but that of the vagina shows ulceration 
and polypoid vegetation. When the tumor extends 
to the pelvis it invades more or less the posterior 
wall of the uterus, the broad ligament, and the 
pelvic structures. Rectal examination shows that 
it compresses the rectum, practically causing a stric- 
ture. The ovaries are usually affected, but the rectal 
mucosa is not changed. 

In the differential diagnosis tuberculosis may be 
excluded by the absence of fever, amenorrhoea, and 


ascites, and by the patient’s general condition. 
Carcinoma usually involves the bowel mucosa 
whereas adenomyoma of the rectovaginal space is 
usually confined to the rectal wall. 

The authors believe that although adenomyomata 
of the rectovaginal space are of a benign character, 
very active treatment is indicated in the majority 
of cases. 

Radiotherapy has been tried, but the results so 
far reported are not very encouraging. It may be 
indicated, however, in the very early cases. In some 
cases nodules have been removed successfully by 
the vaginal or the abdominal route, but for the 
majority the authors prefer a total hysterectomy 
with dissection of the parametrium. When the tu- 
mors are adherent to the anterior wall of the rectum 
most surgeons recommend separation of the adher- 
ent portion of the rectal wall by incomplete dissec- 
tion. When this is not possible, they do not advise 
excision of the affected rectal wall as they believe 
that what is left of the growth around the rectum 
will disappear spontaneously. Cullen, however, 
recommends resection of the rectal wall. 

When the rectum is severely affected, all surgeons 
admit the necessity of segmental resection. In such 
cases the entire pelvis is invaded. Lockyear recom- 
mends the establishment of an artificial anus fol- 
lowed later by removal of the tumor, uterus, and 
rectum en bloc. If chocolate cysts of the ovary are 
present, he removes the ovaries and tubes in addi- 
tion to the uterus. SALVATORE bit PALMA, M.D. 
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PREGNANCY AND ITS COMPLICATIONS 


Hofbauer, J.: Experimental Studies on the Toxez- 
mias of Pregnancy: Can Histamine Poisoning 
Be Regarded as the Etiological Factor? Am. J. 
Obst. & Gynec., 1926, xii, 159. 


Following acute histamine poisoning of pregnant 
guinea pigs, a number of phenomena were observed 
which were highly suggestive of premature separa- 
tion of the normally implanted placenta as it occurs 
in women: viz., the separation itself, engorgement 
of the vessels of the uterus and broad ligament, 
uterine spasm, haemorrhage into various organs, 
marked shock, and, histologically, oedema of the 
uterine wall and degenerative changes in the liver 
and kidneys. 

In carnivora, under similar conditions, histological 
changes are produced which suggest those found in 
women dying of eclampsia: viz., peripheral necrosis 
of the liver (both of the anemic and the hemor- 
rhagic type) associated with the formation of 
thrombi and bile stasis and, in the kidney, degener- 
ative changes in the epithelium of the convoluted 
tubules. 

The administration of histamine to carnivora over 
a prolonged period results in changes in the liver 
and kidneys suggesting those encountered in perni- 
cious vomiting, but there is evidence that the 
production of such changes can be prevented by the 
simultaneous administration of insulin with the 
histamine. 

Hofbauer discusses the relation of histamine 
intoxication of the electrolytes in the blood to the 
activity of the adrenals and the pituitary and to the 
vasomotor center in the midbrain and offers a possi- 
ble explanation for the occurrence of hypertension. 

The striking similarity in the blood chemistry in 
eclampsia and acute histamine intoxication is em- 
phasized, and local anesthesia is suggested as the 
procedure of choice in operations for premature 
separation of the placenta and for eclampsia. In 
severe cases of premature separation of the normally 
implanted placenta, transfusion should be a part of 
the treatment. 

For cases of severe eclampsia the liberal adminis- 
tration of oxygen combined with an appropriate 
supply of glucose is advocated. 

The possible sources of histamine during the 
period of pregnancy and its biological significance 
are discussed. 

In conclusion the author calls attention to the 
fact that pure histamine and the various substances 
in the histamine group—a number of protein 
derivatives of unknown structure—have a similar 
biological effect upon the vascular system. 

E. L. Cornett, M.D. 


McMahon, J. J.: The Treatment of Eclampsia with 
Blood Serum from Eclamptics (Preliminary 
Report). Am. J. Obst. & Gynec., 1926, xii, 240. 

Eight primipare and two multipare with eclamp- 
sia were treated with serum from eight antepartum 
and two postpartum eclamptics who recovered. One 
of the former was 17 years old, eight were between 
17 and 23 years, and one was 37 years old. 

There were five living children and six stillbirths. 
In one case the serum had been inactivated. In the 
three cases in which the serum was given intra- 
venously there was no reaction, and seemingly 
prompt improvement resulted. In the other cases 
the serum was given intramuscularly. The smallest 
dose was 40 c.cm. and the largest dose 160 c.cm. 
The highest temperature was 106 degrees F., and the 
lowest 100 degrees F. There was some fever in every 
case. The number of convulsions varied from four 
to thirty. All of the serum belonged to Type II or 
Type IV. 

After the administration of the serum one patient 
had six convulsions, three had two, two had one, and 
four had none. 

In four cases the albumin seemed to disappear 
from the urine very rapidly after the injection of the 
serum. E. L. Cornet, M.D. 


Robinson, M. R.: A Contribution on the Bio- 
mechanism and the Pathology of Ectopic 
Pregnancy, with a Consideration of Some of 
Its Clinical Phenomena. Am. J. Obst. & Gynec., 
1926, xii, 1. 

The biomechanism of ectopic pregnancy simulates 
the intra-uterine form in the manner of ovular nida- 
tion, the building of a reflexa, and the decidual 
response of the extra-uterine connective tissue 
elements. 

The factor chiefly responsible for the premature 
termination of most ectopic pregnancies is the 
excessive intracapsular bleeding due to the laying 
open of blood vessels in the ovular bed by the 
chorionic villi which are much larger than the 
capillaries of the compacta in the uterus. 

The intratubal and the extratubal conditions of 
an organic nature are far less responsible for the 
ectopic nidation of the ovum than the disturbed 
peristaltic function of the tube or the premature 
ripening of the placentation properties of the 
ovum. 

The terms “unruptured tubal pregnancy” and 
“tubal abortion” are incorrect as they do not ex- 
press the true pathological state. In all ectopic 
pregnancies, even those going to term, capsular 
ruptures of greater or lesser degree occur at some 
time during the gestation period. A_ so-called 
“unruptured tubal pregnancy” is in reality an 
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“intracapsular rupture,” and a “tubal abortion”’ 
is an “internal rupture,” the gestation products 
being discharged into the tube lumen and finally 
escaping through the fimbriated end. 

In most of the cases studied by the author the 
point of rupture was found opposite the placentation 
site; this is contrary to the accepted teachings. The 
correctness of the author’s observations is sustained 
by the following facts: 

1. During the early weeks of pregnancy the 
chorionic villi are equipotent and may erode any 
part of the capsularis. 

2. The part of the capsularis that will yield first 
is the thinnest and the most stretched portion. This 
is usually not the placental area, since the latter 
always shows the most marked hypertrophy and 
hyperplasia. 

3. Uterine bleeding manifested during the course 
of an ectopic pregnancy indicates fetal death and a 
simultaneous suspension of the inhibitory power of 
the corpus luteum over the endometrium. 

Ik. L. Cornett, M.D. 


Dawson, B.: Ovarian Pregnancy and Endome- 
trioma: A Preliminary Note. Med. J. Australia, 
1926, ii, 233. 

In the author’s opinion the primary requisite for 
the development of that rare condition, ovarian 
pregnancy, is an implantation endometrioma of the 
ovary. He discusses the pathology of implantation 
endometrioma. 

¢ndometriomata are met with in every part of the 
pelvic cavity, but mainly in the parts posterior to 
the uterus. The most common sites are the ovaries. 
During menstruation a regurgitation of blood 
through the fallopian tubes. escaping from the 
fimbriated ends, is sprayed over the pelvic viscera 
and especially the ovaries. This menstrual blood 
contains fragments of disintegrating endometrial 
endothelium which, assisted by the nutritive and 
adhesive properties of its surrounding blood plasma, 
grafts itself upon the viscera or peritoneum of the 
pelvis. 

The endometrial tissue on growth is possessed 
of a power of sending down burrowing processes 
of cells to form long, slender glandular invasions of 
ovarian stroma. These implanted and invading 
fragments of endometrial tissue retain their power 
to respond to the physiological stimulation of the 
menstrual cycle; in short, they bleed during menstru- 
ation, and it is easy to see how a blood cyst, increas- 
ing in size and tension month by month, can be 
formed. The ultimate rupture of such a cyst and 


the discharge of its contents into the pelvis lead to 
further implantation of endometrial fragments. 

While endometriomata are of frequent occurrence, 
Sampson having found thirty-seven in a series of 170 
pelvic operations, and while spermatozoa not un- 
commonly reach the pelvic cavity and there fertilize 
ova, yet ovarian pregnancy is extremely rare; 
Lockyer found only forty-one proved cases reported 
between 1899 and 1917. The reason for its rarity is 
that its occurrence requires; in addition, the pres- 
ence of some endometrial tissue in the vicinity of 
the intrapelvic conjunction of gametes; in other 
words, transplanted endometrial tissue in or about 
the ovary which will provide what may be called a 
miniature auxiliary womb for the reception of the 
zygote. It has never been shown that the tropho- 
blast of the normally developing zygote is capable 
of invading tissue foreign to it, whereas its special 
affinity for endometrial mucosa is well known. 

In many carefully examined specimens of ovarian 
pregnancy it is clear that implantation did not occur 
in the graafian follicle, for a maturing corpus 
luteum can be seen separate and distinct from the 
gestation sac. Apert W. Hotman, M.D 


NEWBORN 


Baker, A. H.: The Factors Involved in the Pro- 
duction of Intracranial Birth Injuries. J. 
Obst. & Gynec. Brit. Emp., 1926, xxxiii, 224. 

Intracranial hemorrhage of birth is caused mainly 
by: (1) intense venous congestion due to acute 
anerosis, and (2) the stress of delivery. The hzemor- 
rhage of the first type occurs as a rule in the form of 
a general subpial or subdural oozing on the surface 
of the hemispheres. In cases of hamorrhages of the 
second type, which are often subtentorial, there are 
tears of the tentorium and marked engorgement of 
the vessel of the pia mater, the choroid plexus, and 
the intracranial sinuses. 

Cranial stress depends mainly on the external 
pressure exerted upon the intracranial contents and 
the congestion of the cerebral veins and dural sinuses. 
It is suggested that tears of the tentorium indicate 
not so much that undue force has been placed on the 
head as that force has been exerted in the wrong 
diameter, viz., the occipitofrontal. 

The author believes that haemorrhages occur 
more frequently in full-term or post-mature fetuses 
than in premature fetuses, and that full flexion of 
the head in the application of forceps and in breech 
delivery would often prevent tentorial tearing. 

Abert W. Hortman, M.D. 
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ADRENAL, KIDNEY, AND URETER 


Cabot, H.: Non-Tuberculous Infections of the 
Kidney. Lancet, 1926, ccxi, 53. 

Cabot divides kidney infections into two groups 
according to the pathological findings rather than 
according to the type of bacteria present. The 
types of bacteria which are most likely to infect the 
kidney are mentioned. Adventitious causes of in- 
fection such as stone are not included. 

The cortical infections are produced by pus- 
producing organisms—the streptococci and staphylo- 
cocci. They are blood-borne and commonly associ- 
ated with carbuncle, sore-throat, etc. They are rare 
in old age and uncommon in childhood. 

Subcortical abscesses vary greatly in size and 
number. They may be very small or so large as to 
produce massive destruction of the kidney. The 
milder cases, which are difficult to diagnose, are the 
common precursors of true nephritic abscess. The 
onset is insidious, but frequently clears up without 
trouble. One or more abscesses may break through 
the capsule into the perinephritic fat. 

Accérding to the signs and symptoms, cases may 
be classified into the pre-acute, the acute, the sub- 
acute, the chronic, and the perinephritic types. In 
pre-acute infection the onset is sudden and severe. 
This condition is rare and is instantly relieved by 
nephrectomy. In the subacute cases the onset is 
more gradual. The kidney is definitely enlarged and 
the urine shows staphylococci. In the remaining 
cases the condition often follows nasopharyngeal, 
tonsillar, and upper respiratory lesions. The original 
cause may have cleared up before the onset of the 
kidney symptoms. The symptoms may subside 
entirely and then recur, the recurrence being the 
beginning of the perinephritic complication. 

Early nephrectomy is inadvisable as the disease 
is often bilateral in the acute and subacute stages. 
If the symptoms do not clear up in a month or six 
weeks, that period of time is sufficient for the oppo- 
site side to recover if it also is infected. 

So-called pyelitis is practically always pyelone- 
phritis. Except in cases of long standing with kidney 
destruction, microscopic sections show only a little 
change in the parenchyma, a condition usually called 
by the pathologist “cloudy swelling.” The mucous 
membrane of the pelvis and ureter bears the brunt, 
with later thickening and infiltration of the sub- 
mucous connective tissue. 

In 300 cases the colon-typhoid group of bacteria 
were found in about 75 per cent and various cocci in 
the remainder. 

Non-tuberculous infection of the kidney is three 
times as common in the female as in the male. It is 
fairly common in pregnancy. The author is con- 
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vinced that it occurs by way of the blood stream 
from the intestinal tract. A kidney will excrete 
bacteria with injury when it is normal, but when 
its resistance is lowered it is affected by them. The 
most common factor promoting bacterial growth is 
obstruction with stagnation. This may occur in 
pregnancy and is likely to occur also in persons with 
a shallow renal fossa. 

The clinical types of non-tuberculous infections 
of the kidney may be divided into the acute, sub- 
acute, and chronic. There may be chills, fever, 
malaise, discomfort in the kidney region, and pus in 
the urine. Stained specimens may show large 
bacilli. 

Non-tuberculous infections are rarely fatal. They 
may become chronic, continuing over a number of 
years. In children, the onset may be so mild that 
only the presence of pus in the urine will suggest the 
cause of the illness. Pyelitis in the child should be 
investigated just as carefully as pyelitis in the adult 
and, if possible, its cause should be removed. 

CLAUDE D. PickreELL, M.D. 


Darget, R.: Old Renal Tuberculosis; Catheteriza- 
tion of the Ureters Impossible Either by 
Cystoscopy or Through the Opened Bladder; 
Nephrectomy Based on the Constant After 
Exploratory Lumbar Incision (Tuberculose ré 
nale ancienne; impossibilité de cathétérisme uréteral 
par voie cystoscopique et a vessie ouverte; néphrec- 
tomie sur la constante aprés lombotomie explora- 
trice). J. d’urol. med. et chir., 1926, xxi, 367. 

The patient whose case is reported by Darget was 
aman 51 years of age who had had renal tuberculosis 
for six years. Micturition had become increasingly 
frequent, finally occurring every ten minutes. This 
kept the patient from getting rest, but his general 
condition had remained good. The urine contained 
a large quantity of pus but few tubercle bacilli. 

On physical examination, the right kidney was 
found to be large and painful. The left kidney could 
not be palpated. Catheterization of the ureters 
was impossible either by cystoscopy or after opening 
of the bladder. The capacity of the bladder was only 
25c.cm. Ambard’s constant was 0.10, the blood urea 
0.35 gm., and the urine urea 16.2 gm. 

As the constant indicated that the left kidney 
was functioning well, a lumbar incision was made 
and the kidney examined. It was found to be 
somewhat enlarged by compensatory hypertrophy. 
There was no perinephritis, and the consistency of 
the kidney was uniform throughout. Careful 
examination of the pelvis and ureter revealed no 
inflammation or dilatation, and there was no in- 
flammation of the surrounding tissues. The kidney 
was apparently normal. 
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The right kidney was therefore removed. The 
patient made an uneventful recovery, but the 
cystostomy wound required a long time to close. 
Today, several months after the operation, the 
patient urinates every twenty minutes, but the 
urine is clear and contains no tubercle bacilli. The 
pain on micturition has been overcome by ultra- 
violet radiation. 

The author considers this case a justification for 
the performance of nephrectomy on the basis of a 
good constant when catheterization of the ureters is 
impossible. He believes it demonstrates also that if 
the ureters cannot be catheterized by cystoscopy 
they cannot be catheterized through the opened 
bladder. In another such case he will not open the 
bladder. 

In the discussion of this report, MICHON disagreed 
with Darget with regard to the impossibility of 
catheterizing through the bladder if catheterization 
is impossible by cystoscopy. He stated that the 
open cystostomy wound is not such a serious matter 
and that the patient might even be better off with a 
fistula than with the necessity for constant painful 
urination. 

MARION stated that the ureters can often be 
catheterized by cystostomy when they cannot be 
catheterized by cystoscopy, and that if the condi- 
tion of the bladder improves after the removal of the 
kidney, the fistula may be closed easily, whereas if 
such improvement does not occur the fistula is 
eensichel He believes that all surgeons report their 
successful nephrectomies based on the constant 
because they are exceptions. The deaths from anuria 
are not reported. He knows of several which are not 
on record in the literature. 

PAsTEAU maintained that if it is impossible to 
catheterize by cystoscopy the bladder should be 
opened. He believes that nephrectomy based on the 
constant alone is never justifiable. 

LrGuEu said that nephrectomy on the basis of 
the constant is justifiable when it is impossible to 
catheterize the ureters. His statistics show 1,209 
nephrectomies for tuberculosis, 1,053 of which were 
performed, after catheterization, with a mortality 
of 1.9 percent. He has performed 341 nephrectomies 
without catheterization, some of them for conditions 
other than tuberculosis, with a mortality of 3.9 per 
cent. Aubrey G. Morcan, M.D. 


Grant, O.: Extreme Dilatation of the Ureters in a 
Child Due to Infection. J. Urol., 1926, xvi, 137. 


Grant reports a case of dilatation of the ureters in 
a very young child without any evidence of nerve 
involvement or obstruction. The patient was a 
female child 18 months old who, three months 
previous to her admission to the hospital, developed 
general malaise and straining on urination. 

On examination, the child was found to be fairly 
well nourished but anemic. The blood count showed 
34,000 white blood cells. The heart, lungs, and 
abdomen were normal. The kidneys were not palpa- 
ble, and no masses or glandular involvement could 


be made out. The urethra was catheterized casily 
with a No. 10 Nélaton catheter, 4 0z. of yellow 
thick purulent urine infected with colon bacilli 
being removed. Rectal and X-ray examinations 
were negative. 

After a week of bladder irrigation a cystoscopic 
examination was made. At the site of the ureteral 
orifices there were two large openings approximately 
7 mm. in diameter. The catheter passed into each 
of these openings and curled up in the ureter. The 
bladder walls were otherwise normal. There was no 
apparent obstruction at the urethral meatus and no 
foreign body in the bladder. Following the intro- 
duction of 60 c.cm. of 10 per cent sodium iodide into 
the bladder by gravity, the X-ray showed partial 
filling of the bladder and two sausage-shaped ureters 
uniformly dilated to the renal pelves. 

Constant drainage of the bladder with a urethral 
catheter was established for two months and irriga- 
tion was done four times a day. Small doses of 
strychnine were given daily. Under this treatment 
the patient began to improve immediately. 

A roentgenogram taken three months later showed 
marked diminution in the ureters to practically 
their normal size, and cystoscopy showed the orifices 
to be only slightly larger than normal. Intermittent 
irrigations were then given. 

Three months from the time the patient was first 
seen the urine was clear, micturition was normal, 
there was no residual urine, and there had been a 
gain in weight of 6 lbs. 

The patient was seen at varying intervals for two 
years. A letter received from her father recently 
states that she is now entirely well and the urine is 
clear. 

The author was very careful to rule out obstruc- 
tion as the causative factor of the condition de- 
scribed. He believes that it was the result of a se- 
vere cumulative infection. C.R.O’CrowLrey, M.D 


Wagner, G. A.: Retention Catheterization of the 
Ureters. (Ueber den Dauerkatheterismus der 
Ureteren). Arch. f. klin. Chir., 1926, cxl, 701. 


Retention catheterization of the ureters, that is, 
drainage of the renal pelvis for one or several days 
or weeks has been recommended by French urolo- 
gists for a long time. In Germany, however, it has 
been advocated only by Stoeckel, and Casper and 
Zuckerkandl have warned against it because of the 
associated danger of subsequent haemorrhage, pain, 
and other complications. Wagner has tried it in 
thirty-four cases—cases of pyelitis of pregnancy, 
postoperative cases, and cases of pyohydronephrosis 

-with very good results. 

In pyelitis of pregnancy it was used after failure of 
the usual treatment. In three cases the result was 
excellent; in one case the ureteral catheter was left in 
place for three days and in another for seven days 
without any apparent disturbance. In one case the 
catheterization was continued with interruptions 
for twenty-three days on each side, but was without 
benefit and a cure was obtained only after interrup- 
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tion of the pregnancy. However, this case proved 
that the procedure is harmless. 

Of sixteen cases of pyelitis following a Wertheim 
hysterectomy in most of which the condition was 
due to postoperative atony of the bladder, retention 
catheterization was successful in fourteen. One 
patient died from a previously existing pyelone- 
phritic abscess, but in no case was there a persisting 
colon-bacillus bacteriuria. Three obstinate cases of 
pyelitis following vaginal operations and one case 
following an odphorectomy were cured by the 
treatment. Recovery resulted also in three cases of 
constriction of the ureter by cicatrices or a recurring 
carcinoma and in a case of staphylococcus pyelitis. 

The procedure was especially beneficial in 
pyohydronephrosis due to nephroptosis. In a case 
of this type a tumor on the left side as large as a 
child’s head, which corresponded to the dilated renal 
pelvis, disappeared permanently following catheter- 
ization for thirty hours. 

A cure was effected also in cases of ureteral fistula 
following myomectomy and Wertheim’s hysterec- 
tomy. 

Retention catheterization has not proved of value 
in diagnosis as the immediate fall in the temperature 
which occurs after the treatment in simple pyelitis 
has been noted also in tuberculosis. Scumipt (G). 


BLADDER, URETHRA, AND PENIS 


McCrea, E. D’A. The Musculature of the Bladder. 
Proc. Roy. Soc. Med., Lond., 1926, xix, Sect. Urol., 35. 


The body of the bladder has two muscular coats, 
the one, incomplete and external—the longitudinal 
coat—the other complete and internal—the circular 
coat. Muscle fibers pass from one to the other and 
during distention undergo some rearrangement in 
position. There may be said to be also a third coat 
consisting of sparse and irregular longitudinal fibers 
lying immediately below the mucosa. 

The longitudinal coat is most complete along the 
sagittal plane of the anterior and posterior surfaces. 
At the apex and margins of the bladder many of the 
fibers interlace from one surface to the other, but 
others are arranged in whorls, passing up one 
border and down the other. On both the anterior 
and the posterior surfaces the longitudinal fibers, as 
they approach the vesical orifice, are collected into 
two comparatively narrow bands, the posterior of 
which lies between the ureters. The circular coat 
therefore appears on the surface near the ureters 
since here there is a hiatus in the external coat. 

The circular coat is composed of coarse muscular 
bundles on the whole circularly arranged; it is com- 
plete, and quite thick except near the trigone. 
About the point of entry of the ureter the circular 
fibers diverge into a Y-shaped structure, the stem 
of the Y lying inferiorly and the ureter entering 
between the limbs of the Y. Near the base of the 
bladder the bundles passing anteriorly from the 
stem of the Y on either side are especially well 
marked and compact. 


The trigonal region shows a special musculature 
which is entirely derived from the coats of the 
ureters. From each ureter strands of muscle 
descend downward and inward, interlacing with one 
another to form a complete sheet of muscle, tri- 
angular in shape, which covers the trigone and passes 
down into the internal urinary meatus. This muscle 
lies immediately below the mucosa, to which it is 
closely adherent, and inferiorly becomes continuous 
with the posterior longitudinal fibers of the urethra. 
Its margins form Bell’s muscles and its base forms 
the interureteric or Mercier bar. The circular coat 
in the trigonal region is greatly diminished in thick- 
ness and its bundles are smaller. 

The irregular, internal longitudinal coat is better 
marked at the neck. Anteriorly and laterally it 
descends to join the longitudinal coat of the urethra 
which lies immediately subjacent to the mucosa. 

At the neck of the bladder there is a band which 
embraces the proximal urethra just distal to the 
internal urinary meatus. This is a very distinct 
ring in the infant, and is identical in both male and 
female. It is composed of both striated and unstri- 
ated muscle, and is derived from certain bladder and 
urethral muscles. 

The trigonal muscle overlies the uvula vesice and 
its fibers may be traced along the crista urethralis 
and sometimes into the membranous urethra. 

The longitudinal coat is collected into two bands, 
the one anterior, the other posterior. The latter, 
passing between the ureters, forms a very definite 
tract which turns forward into the vesicoprostatic 
groove and there divides into two parts which en- 
circle the urethra; these fibers lie immediately proxi- 
mal to, and blend with, striated muscle fibers to 
form the external vesical sphincter of Henle. Other 
fibers from the superficial aspect of the posterior 
bundle pass down the posterior and superficial 
aspect of the urethra in the female, but in the male 
become lost in the prostate. Still others from the 
deep surface of the bundle pass vertically down- 
ward within the ring of the external sphincter to 
join the submucosal layer of the urethra. In addi- 
tion, some fibers in the male enter and terminate 
among circular fibers of the vesical neck. 

The anterior longitudinal muscle fibers terminate 
in several ways. The majority of the medial and 
deeper fibers enter between the bundles of the 
circular coat immediately above the bladder orifice, 
and the majority end here. A number, however, 
pass through and are continued downward to join 
the submucosal layer of the urethra, while a few 
appear to turn laterally and run with the circular 
fibers. The more superficial and lateral fibers form 
the musculi pubovesicales which, in company with 
the puboprostatic ligaments, are attached to the 
posterior aspect of the pubes. 

The circular muscle coat forms about the vesical 
neck a fibromuscular ring which is best marked 
anteriorly and laterally; in the latter position lies 
the stem of the Y which descends from about the 
ureter, and into this band, which contains a number 
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of tendinous fibers, are inserted many circular fibers 
making a feathered arrangement. Anteriorly, the 
major portion of the external longitudinal coat 
enters and terminates among the circular fibers, 
forming a fibromuscular coat which appears to be 
anchored by the musculi pubovesicales. Lateral 
expansions given off from this ring sweep downward 
and pass along the superficial and lateral aspects of 
the urethra. 

Immediately below this incomplete ring the inter- 
nal urinary meatusissurrounded by asphincter. Itis 
improbable that this is a continuation of the circular 
coat of the bladder. The sphincter is especially well 
marked posteriorly where it extends for a short 
distance up into the trigonal region. Viewed from 
the lateral aspect, this muscle appears fan-shaped. 
It is the internal vesical sphincter of Henle, or 
sphincter of Kalischer, which, together with the 
external sphincter, forms the band to which atten- 
tion has already been drawn. 

Previous records make no mention of the presence 
of striated muscle fibers in the trigonal region. The 
_ course of these fibers is very similar to that of the 
fibers of the internal sphincter; they pass downward 
and forward on each side from the trigonal region 
and lie between the posterior longitudinal fibers and 
the internal sphincter, ultimately joining the 
external sphincter. They extend an appreciable 
distance above the vesical orifice in the form of a 
horseshoe. Their presence may help to explain the 
voluntary movement of the trigone which may be 
observed during cystoscopic examination if the 
patient is directed alternately to “pass water” and 
“hold water.” 

The whole picture of these muscles suggests that 
the trigonal region belongs to the urethra and has 
become incorporated in the bladder. This view is 
borne out by embryological studies. The sphincteric 
fibers found beneath the trigone, both striated and 
unstriated, therefore represent the distorted pos- 
terior urethral wall and the bladder muscles proper 
have no share in the sphincteric mechanism except 
through the fibers of the posterior longitudinal 
bundle. Luis NEuwELT, M.D. 


Mayo, C. H., and Hendricks, W. A.: Exstrophy of 
the Bladder. Surg., Gynec. & Obst., 1926, xlili, 129. 
Mayo and Hendricks describe their operation for 
transplantation of the ureters in cases of exstrophy 
of the bladder. The right ureter is united with the 
rectosigmoid and the left with the upper sigmoid. 
Advantage is taken of Coffey’s demonstration of the 
diagonal course of certain ducts and of the ureters 
through the wall of the bladder, the ureters being 
transplanted similarly. At the end of the operation 
the distal 1.25-cm. portion lies within the lumen of 
the bowel and the next 3-cm. portion (on the aver- 
age) transverses the wall of the bowel diagonally, 
being caught up in the sutures that close the incision 
in the bowel. The operation on the left ureter is 
performed from ten to fourteen days after that on 
the right. 


The most favorable age for the operation is be- 
tween 4 and to years. The condition of the ureter 
should be determined, if necessary, by means of a 
roentgenogram made after the injection of sodium 
bromide. If both ureters are dilated, operation is 
inadvisable. 

Sixty-six patients with exstrophy of the bladder 
observed in the Mayo Clinic during the period from 
1901 to April 1, 1926, were operated on. Forty-eight 
of these are living and eighteen are dead. Various 
operations were performed besides transplantation, 
such as a plastic operation for closure of the bladder 
and suprapubic cystostomy for the excision of a 
carcinoma of the bladder. In the cases of five pa- 
tients the mucosa of the bladder was malignant. 
Four of these patients are alive. Their ages range 
from 6 to 48 years. 

Of the twenty-nine patients who have reported, 
twenty-five are satisfied with the result The con- 
trol of the urine varies from two to five hours by 
day and from three to eight hours by night. Only 
one patient reported incontinence. 

Eleven patients (16.6 per cent) died in the hos- 
pital. Peritonitis was given as the cause of death 
in five cases. Other causes were pyelitis, pyelone- 
phritis, pyonephrosis, hydro-ureter and hydrone- 
phrosis. 

In the period from January 1, 1910, to April 1, 
1926, twenty-nine patients with advanced exstrophy 
and epispadias were not operated on for that con- 
dition because they were too young, because the 
sphincter and muscles were relaxed, because there 
was a malignant growth of the bladder, or because 
operation was performed for other conditions. 


Farman, F.: The Operative Treatment of Rupture 
of the Male Urethra. California & West. Med., 
1926, xxv, 188. 

In rupture of the deep urethra associated with 
urinary extravasation the following operative pro- 
cedures are possible: 

1. Multiple incisions only in the periurethral ab- 
scess and infiltrated areas. 

2. Multiple incisions combined with suprapubic 
cystotomy. 

3. Multiple incisions combined with perineal cys- 
totomy. By many surgeons this is considered the 
method of choice. 

The infiltrated tissues are treated by multiple in- 
cisions. Farman recommends fewer and larger in- 
cisions. 

With the relief of urinary retention further extra- 
vasation ceases. The danger of spreading cellulitis 
can be decreased by injecting hydrogen peroxide 
into the infiltrated tissues to destroy the anaerobic 
organisms responsible for the cellulitis. The septi- 
cemia, uremia, and renal depression are best com- 
bated by the administration of fluid subcutaneously 
or intravenously to dilute the toxins and stimulate 
elimination. 

Hot, moist dressings and, as soon as the patient’s 
condition permits, sitz baths are advisable to hasten 
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absorption from the infiltrated parts. Repair of the 
perineal fistula should not be undertaken until all 
infection has subsided. 

The salient features of the surgical treatment in 
general are: (1) removal of the cause, (2) restora- 
tion of the impaired urethra, (3) provision for blad- 
der drainage during the repair of the defect, (4) con- 
trol of infection or active inflammation before opera- 
tion for repair is undertaken. Drainage of the 
bladder during healing after the plastic operation 
for the restoration of the urethra is especially im- 
portant. Louis Gross, M.D. 


GENITAL ORGANS 


Hinman, F.: The Treatment of Enlargement of 
the Prostate and the Results Obtained by a 
Modification of Young’s Perineal Prostatec- 
tomy. California & West. Med., 1926, xxv, 201. 


The technical modifications which have rendered 
Young’s perineal prostatectomy easier and_ its 
results better are the dissection method of exposure 
and the manner in which the prostate is opened for 
enucleation. 

In the technique used by Hinman the patient is 
placed in the lithotomy position and a long prostatic 
tractor of the type used by Young for seminal vesic- 
ulectomy or as modified by Geraghty for use in 
prostatectomy is passed unopened into the prostatic 
urethra. The curved perineal incision is then made 
and the space between the transversus perinei and 
levator ani is bluntly opened up with the finger on 
each side of the rectum. The conjoined tendon is 
then severed over the rectum and, with the finger 
inserted, the prostatic tractor is felt and pushed on 
through into the bladder, where it is opened and 
pulled back so as to draw the prostate well up into 
the operative field. 

At this stage there is little difficulty in distin- 
guishing with the finger the prostatic surface and 
the rectum overlying it. The line of separation 
between prostate and rectum is followed with the 
finger well on the lateral side, usually the right of 
the patient, as this is more convenient for the 
operator. Instead of careful dissection by cutting 
the recto-urethralis and following the rectal surface 
on down to the membranous urethra in the midline, 
as in the classical Young operation, the prostatic 
surface on this lateral side, where there is no danger 
of opening into the rectum, is exposed by blunt 
dissection. The fascia of Denonvilliers is recognized 
by its smooth, glistening surface, and this line of 
separation having been obtained, the tissues are 
gradually pushed off by blunt dissection from the 
prostatic surface which is raised well into the field 
by the intra-urethral tractor. 

This modification had been used also by Geraghty. 
It is associated with no danger of injury to the 
external sphincter and with less danger of opening 
into the rectum than other procedures, but gives 
equally good exposure of the posterior prostatic 
surface. 


In the next step an inverted V incision is made in 
the posterior prostatic surface with its apex just 
above the position of the verumontanum and the 
resultant V flap is drawn down with exposure of the 
prostatic urethra and the glandular enlargements 
surrounding it. The enucleation is then done 
en masse under direct vision and with accurate 
preservation of the internal sphincter. 

A third distinct addition to the perineal operation 
is the use of the Davis modification of Hagner’s bag 
for hemostasis. This is employed in all cases but 
with a urethral catheter. Louts Gross, M.D. 


Bumpus, H. C., Jr.: Carcinoma of the Prostate: A 
Clinical Study of 1,000 Cases. Surg., Gynec. & 
Obst., 1926, xliii, 150. 


The author’s conclusions concerning the diagnosis, 
clinical course, prognosis, and treatment of carci- 
noma of the prostate are based on an analysis of 
1,000 Cases. 

The early symptoms are often obscured by those 
of benign hypertrophy. Frequent and difficult uri- 
nation was the initial symptom in 65 per cent of 
cases, but pain, the next earliest symptom, was com- 
plained of in only 16 per cent. The pain was un- 
doubtedly due to metastasis as it was most common 
in the back and thighs. Retention rarely occurred 
as a first symptom, and gross hematuria never. 

The later symptoms simulate those of benign 
hypertrophy, but the extension of the malignant 
tumor beyond the capsule is responsible for the com- 
parative rarity of obstruction. Metastasis occurred 
in one-fourth of the cases, and in nearly half of these 
the lymphatic system was affected. Metastatic le- 
sions in the bones were common. The pelvis was 
affected in 12 per cent and the spine in 1o per cent 
of the cases. Affected areas can be recognized by 
the increased density of the bone. Metastasis to the 
lungs and spinal cord occurred occasionally, and the 
skin, liver, and kidneys were affected in a few cases. 

In nearly half of the cases no treatment was given. 
In these, the average length of life after the first 
symptoms was thirty-one months. When metastasis 
had occurred at the time of the examination two- 
thirds of the patients died within nine months. 

The results of operative treatment alone were 
apparently good since the average postoperative 
length of life was thirty months. In many cases the 
malignant disease was discovered only at operation, 
but when it was clinically evident the results were 
poor. Treatment with radium was at first unsatis- 
factory, but with improvement in the technique the 
results became better. At best, irradiation alone 
was no more effective than operation alone. Opera- 
tion following irradiation was difficult and ineffec- 
tive. In the author’s opinion, the most satisfactory 
form of treatment is operation followed by radiation. 

Obstruction was treated by catheterization once 
daily to withdraw the usually small amount of resid- 
ual urine. If catheterization was difficult, drainage 
was established by cystostomy. This operation pro- 
Jonged life from an average of thirty months without 
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treatment to an average of fifty-seven months from 
the onset of symptoms and considerably reduced the 
suffering. 


Randall, A.: The Réle of Epididymitis as a Compli- 
cation of Prostatectomy. J. Urol., 1926, xvi, 141. 
Acute epididymitis was a complication of twenty- 
three of the author’s last 100 prostatectomies. It 
occurred in four of thirty-four perineal prostatec- 
tomies and nineteen of sixty-six suprapubic prosta- 
tectomics. In the author’s opinion, the prior exist- 
ence of epididymal! disease of venereal nature in 
youth does not play any part in the development 
of this complication in later years unless it does so 
by lowering the resistance or rendering the vas 
more patent. 

In the cases of perineal prostatectomy reviewed 
the epididymitis developed on the twelfth post- 
operative day, while in the cases of suprapubic 
prostatectomy it developed at the end of the 
second or early in the third postoperative week. 
In no case did it require surgical intervention. 

The routine treatment consisted in support of the 
scrotum and the application of hot compresses of a 
saturated solution of magnesium sulphate until the 
pain was relieved, followed by the application of a 5 
per cent ointment of guaiacol to aid absorption. 
This never led to focal suppuration, abscess rupture, 
or the necessity for incision and drainage. 

As prophylaxis, Randall recommends the gentlest 
postoperative handling with complete omission of 
urethral sounding unless fistula healing is delayed. 
After suprapubic prostatectomy, lavage should be 
done daily, first through the fistula and then 
through the urethra, with the use of a metal nozzle. 
This is necessary to care for the inevitable sepsis in 
the prostatic cavity. The suggestion is made that 
possibly bilateral vasoligation as a routine proce- 
dure before operation or at the time of operation 
might reduce the incidence of epididymitis. 

C. R. O’Crowtey, M.D. 


André: Strictures and Decentrations of the Ure- 
thra After Prostatectomy (Rétrécissements et 
décentrements de Purétre aprés la prostatectomie). 
J.d’urol, méd. ct chir , 1926, xxi, 374. 

Of 300 prostatectomies performed on the author’s 
service since 1919, ten were followed by stricture and 
two by decentration of the urethra. In four of the 
cases of stricture the enucleation was difficult be- 
cause the plane of cleavage was not distinct. In 
cases of infected adenoma in which the plane of 
cleavage is more or less obliterated the membranous 
urethra is easily injured and such injury may be 
followed by constriction. In the author’s other 
cases of stricture the enucleation was not difficult 
and the cause of the stricture could not be deter- 
mined. 

As a rule a patient with stricture of the urethra 
complains of difficulty in urination from two to 
three months after the operation. The stricture is 
then found to admit only sounds Nos. 15 to 18 and 


there is considerable retention of urine. However, 
one of the author’s patients did not return until 
nine months after the operation and the stricture 
then admitted only a No. 14 sound. In another 
case the canal began to retract eleven days after 
the operation. As a rule these strictures can be di- 
lated, and periodical dilatation is sufficient to keep 
the canal open, but in two cases André found it 
necessary to perform an internal urethrotomy. 

In the author’s two cases of decentration of the 
urethra catheterization was impossible but micturi- 
tion was not difficult and was normal in frequency. 

André believes that in cases of difficult operation 
in which it is impossible to take all of the usual pre- 
cautions it is well to begin dilating with Béniqué 
sounds about a month after the operation and to 
continue it for several months. 

In the discussion of this report, GENOUVILLE re- 
ported that he had had three cases in which catheter- 
ization was impossible because the sound struck 
against a diaphragm between the urethra and 
bladder. Two of the patients had been operated 
upon by other surgeons, but one of them he had 
operated upon himself. He introduced a No. 44 
Béniqué sound into the urethra until he could feel 
the end of it through the diaphragm with his finger 
introduced into the opened bladder and incised the 
diaphragm with a bistoury. In the first case he en- 
larged the opening with scissors, but this caused a 
slight haemorrhage which obstructed the sound 
with clots during the night. The wall then broke 
down and remained fistulous. In the other case he 
therefore dilated the opening by introducing a 
forceps into it and opening the forceps several] times 
in different directions. This method was completely 
successful. 

To prevent the formation of such diaphragms 
Genouville advocates making the incision of the mu- 
cous membrane in prostatectomy high up on the 
posterior slope of the gland and introducing a No. 
1g to 20 retention catheter about the tenth day 
after the operation. He tries to examine his patients 
two or three times the first year after the operation 
to make sure that the urethra remains permeable. 

Auprey G. Morcan, M.D. 


MISCELLANEOUS 


Neuswanger, C. H.: Iodized Oil as a Pyelographic 
Medium; With a Report of Twenty-Seven Cases. 
Surg., Gynec. & Obst., 1926, xliii, 169. 

In twenty-seven cases of various urinary condi- 
tions the author used as a pyelographic medium an 
emulsion of ninety parts of 40 per cent iodized oil 
with ten parts of a neutral soap solution. The soap 
solution was added because, without it, the oil flowed 
with some difficulty through the small ureteral 
catheters. 

Iodized oil is now available under the commercial 
names of “‘lipiodol,” ‘iodoleine,”’ and “iodipin.” 
Although the combination of iodine with the various 
unsaturated fats is organic and the products are 
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quite inert, the decomposition products might 
prove irritating and toxic. It is therefore advisable 
not to heat these preparations for sterilization or to 
expose them to the light for long periods. 
Satisfactory shadows of the injections were ob- 
tained in all of the cases reviewed, including two in 
which previous pyelograms and ureterograms made 
with a 12.5 per cent solution of sodium iodide solu- 
tion failed to show a shadow sufficient for diagnosis. 
The iodized oil is especially valuable in the cases of 
obese patients. An injection into the ureter as 
small as 0.5 c.cm. produces a dense shadow. The 
ureteral shadow is plainly outlined even when it is 
superimposed upon large pelvic bones. In the cases 
reviewed the injections were found to be more 
complete than those of sodium iodide solution. The 
oil readily escapes from the renal pelvis. A filling 
defect of the renal pelvis suggesting a pathological 
condition may result from the injection of an insuffi- 
cient amount of the oil, but this may be overcome 
to a certain extent by the use of the emulsion. 
There are no resulting symptoms of irritation or 
toxicity. Both as regards toxicity and the degree of 
opacity to the roentgen ray, the preparation appears 
to be a pyelographic medium superior to the media 
in general use. Louts Neuwe tt, M.D. 


Mersereau, H. C.: A Discussion of Neisser Infec- 
tion in the Male. Canadian M. Ass. J., 1926, xvi, 
789. 


The causes of non-gonorrhocal discharges are 
infection by organisms other than the gonococcus, 
such as staphylococci, streptococci, bacillus coli 
communis, etc., chemical irritation, irritating foods 
and drinks, and prolonged treatment with irritating 
drugs which destroy the normal columnar epithelium. 

The true gonorrhoeal discharge is due, of course, 
to Neisser’s diplococcus, of which there are different 
strains. At first, the infection is usually rather acute. 
When the course of the condition is quiet there is 
usually a history of a previous infection or a chronic 
focus has flared up. 

In some cases it is difficult to determine whether 
the infection is a new one or a recurrence. Following 
the passing of urine into two glasses the urethra 
should be washed with a mild antiseptic and a speci- 
men then obtained from the prostate without 
squeezing the urethra. The presence of pus is con- 
clusive evidence of an old focus in the prostate and 
seminal vesicles. The anterior urethra should be 
examined to detect the presence of pus in the folli- 
cles and lacune. 

In the prevention of gonorrhoea, excellent results 
were obtained in the army when the prophylactic 
measures were carried out within three hours after 
exposure. The abortive treatment has many expo- 
nents. The author believes, however, that the 
condition is greatly aggravated if the abortive treat- 
ment is not successful and has therefore adopted a 
more conservative method. 

Rest, diet, and large quantities of water are 
essential. With the exception of the acetates and 
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citrates with hyoscyamus or belladonna in very 
acute cases, the usual “urinary antiseptics” are of 
little value. In the local treatment, the author does 
not give injections with a small syringe but follows 
the teachings of Janet and Luys. Early urethro- 
vesical irrigations have proved beneficial. Infection 
of Littré’s glands, the lacuna of Morgagni, and 
cellular infiltrations should be treated as complica- 
tions by massage over a dilator or sound and by 
endoscopy with cauterization with silver nitrate or 
the electrocautery. In acute prostatitis, rest and 
subsequent routine massage are advisable. Com- 
plications such as polypi must be treated as indicated. 
Diathermy and vaccines are of doubtful value. 
CLaubE D. Pickrett, M.D. 


Feirer, W. A., Meader, P. D., and Leonard, V.: The 
Development of the Drug-Fast Character 
in Vitro and Its Bearing upon Drug Rotation 
in the Management of Chronic Urinary 
Infections. J. Urol., 1926, xvi, 97. 


Those who are interested in the employment of 
urinary antiséptics should read this article in the 
original as the experimental work upon which the 
deductions are based cannot be briefly abstracted. 

It has been shown experimentally by various 
investigators that the resistance or drug-fast char- 
acter of certain organisms, notably the trypanosomes, 
may be raised to a very high degree. Some mention 
has been made in the literature also of the develop- 
ment by bacteria of increased resistance to the 
action of certain germicides through repeated sub- 
culture into media containing increasing concentra- 
tions. ‘The question therefore arises as to whether 
the same phenomenon may not occur in certain local 
infections, such as those of the urinary mucosa, in 
which the offending organism is exposed to the 
action of various local and internal urinary anti- 
septics for long periods of time. 

The authors’ interest in the problem was aroused 
by two clinical cases in which prompt disinfection 
of the urinary tract followed a sudden change in 
treatment and indicated the development of an in- 
creased sensitiveness on the part of the organism to 
the action of one germicide following prolonged 
exposure to the action of another. Investigations 
were carried out to answer the following questions: 

1. Can the resistance of organisms such as bacillus 
coli to the action of antiseptics and germicides 
commonly employed in the treatment of urinary 
infections be increased to a high level in the test 
tube by exposure to sublethal concentrations? 

2. If this drug-fast character can be developed 
in the test tube, to which of these drugs do the 
organisms develop the greatest degree of tolerance? 

3. Is the drug-fast character specific or is it 
merely the result of a process of selection by which 
a strain of organism may be developed which is 
abnormally resistant to the action of any disin- 
fectant? 

4. If the drug-fast character is specific, do drug- 
fast strains show an increased sensitiveness to the 
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action of certain other germicides, and if so, to which 
ones? 

It was apparent that a full answer to these four 
questions based upon a comprehensive series of 
experiments might form the basis of a logical choice 
of drugs in the treatment of urinary infections and 
perhaps point the way to a definite rather than a 
haphazard plan of drug rotation. 

The experiments led to the following conclusions: 

Bacillus coli and bacillus lactis aerogenes may 
develop an enormous increase in resistance to the 
action of silver nitrate and mercurochrome when 
exposed, in the test tube, to sublethal concentrations 
of these germicides. Under identical conditions 
these organisms become from five to fourteen times 
more resistant to the action of formaldehyde and 
acriflavine, but develop only a relatively slight toler- 
ance to hexylresorcinol and phenol. 

The drug-fast character is highly specific. 

The acquirement by bacteria of a specific drug-fast 
character may be accompanied by increased sensi- 
tiveness to the action of other germicides. 

The results of these experiments indicate that the 
following plan of drug rotation in the treatment of 
chronic urinary infections should. be given a trial: 

If the case has received no treatment, hexylresor- 
cinol should be administered by mouth for a period 
of from thirty to sixty days. Large doses of hexa- 
methylenamin should then be substituted and 
silver nitrate solutions employed locally. 

If the case has been under continued treatment 
with silver nitrate, hexylresorcinol or acriflavine 
should be administered by mouth and acriflavine 
should be employed locally. 

If the case has been under continued treatment 
with mercurochrome, the offending organism has 
probably developed an increased resistance to mer- 
cury. Hexylresorcinol or acriflavine should be 
administered by mouth, to be followed after from 
thirty to sixty days by hexamethylenamin in large 
doses and silver nitrate locally. 


If the case has been under continued treatment 
with hexamethylenamin, the organism may have 
developed an increased sensitiveness to silver nitrate 
and this should be tried locally. If no improvement 
results, the rotation should be that indicated for an 
untreated case. 

If the case has been under continued treatment 
with acriflavine, silver nitrate should be employed 
locally and hexamethylenamin or hexylresorcinol 
administered by mouth. 

If the case has been under continued treatment 
with hexylresorcinol, large doses of hexamethyl- 
enamin should be substituted together with silver 
nitrate solutions locally. 

If the drug rotations specified in the preceding 
paragraphs prove unsuccessful, the management 
should be that detailed for an untreated case. 

Any change of treatment should be sudden and 
complete, and there should be no interval of sus- 
pended treatment between the two. 

Harry A. Fow.er, M.D. 


Johansen, A. H., and Warburg, E. J.: Acidosis 
Therapy in Bacillus Coli Infections in the 
Urinary Tract. Acta med. Scand., 1926, \xiv, 91. 

Experiments in vitro have shown that the growth 
of the bacillus coli is inhibited by highly acid media 
and that an acid solution is of importance for the 
antiseptic action of hexamethylenetetramin. 

The treatment of acidosis with. calcium and 
ammonium chloride was applied by the authors to 
forty cases of infections of the urinary tract, thirty- 
five of which were cases of bacillus coli pyuria. 

Tn twenty (57 per cent) of the thirty-five cases of 
bacillus coli pyuria a complete cure with sterile urine 
was obtained. In the uncomplicated cases the urine 
was rendered bacteria-free in 80 per cent. Eleven 
patients (about 30 per cent) were rendered symptom- 
free though not bacteria-free. In the remainder 
(about 13 per cent), the treatment had no effect. 
The complicated cases were especially resistant. 
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SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Ewing, J.: Radiation Osteitis. Acta radiol., 1926, vi, 
399- 

Since the work of Cluzet, it has been clear that 
moderate radiation greatly reduces the vitality and 
growth capacity of bone cells and the bone-forming 
function, but that the bones slowly recover from this 
effect and unite after fracture by the formation of an 
unusually hard callus. 

After more severe radiation, such as falls within 
the upper limits of therapeutic measures now com- 
monly employed, there may be established a pro- 
gressive productive osteitis which may cause very 
marked thickening of the shafts at the expense 
chiefly of the marrow cavity and in the case of can- 
cellous bone may largely replace the fat and cellular 
marrow by poorly formed and brittle bone or calci- 
fied osteoid tissue. 

Severe therapeutic radiation produces a peculiar 
change in the structure and composition of lamellar 
bone which is manifested by increased fragility and 
a marked tendency toward spontaneous fracture. 
Under favorable conditions, however, such fractures 
may slowly heal. In one case of giant cell tumor 
receiving 100,000 mc.-hrs. of radium in packs, a 
fracture above the tumor area healed after a delay 
of one year. After such radiation the bone is 
nearly devoid of circulation and the periosteal 
vessels are generally much sclerosed. 

Complete death of the bone of a peculiar type 
appears to occur in some cases after heavy external 
radiation by X-rays or radium. The doses required 
to produce this effect are above those which it is 
desirable to employ for any therapeutic purpose, 
and reach a limit of from eight to ten hours of high 
voltage X-ray irradiation under the usual system 
and 100,000 mc.-hrs. of radium in the form of 
radium packs with 2 mm. of brass filtration and 
6 cm. skin distance. By properly spacing the expo- 
sures over a long period, it may be possible to avoid 
the devitalization of hard bone, but the danger of 
producing such a result must be considered whenever 
the higher limits of dosage are employed. 

The marked susceptibility of bone is probably due 
primarily to the action of secondary rays upon the 
delicate cell processes lying in the canaliculi and 
secondarily to physical changes in the composition 
of the bone lamellz, which become very brittle after 
irradiation. 

As pointed out by Regaud, radiation necrosis is 
characterized by long delay in sequestration 
and the resistance of the tissue to solution. 
These features are probably the result of injury 
and sclerosis of the blood and lymph vessels in the 


haversian systems, in the periosteum, and in the 
surrounding tissues. 

Bone devitalized by radiation but escaping infec- 
tion probably acts as does transplanted bone and is 
slowly replaced by new bone as the tissues gradually 
recover from the radiation. Adequate proof of this, 
however, is lacking. 

Bone devitalized by radiation is extremely sus- 
ceptible to infection with spreading suppurative 
periostitis. Such bone cannot be sterilized. The in- 
fection may remain latent, giving rise to flares and 
favoring the growth of carcinoma. The probability 
of causing bone necrosis is generally a distinct 
contra-indication to the use of radiation in the 
treatment of carcinoma. Unless extreme care is used 
to prevent ipfection, death usually results from 
intoxication and exhaustion. 

Certain osteogenic sarcomata, especially those 
forming bone or fibrous tissue, may be devitalized 
and arrested by external radiation. The dosage re- 
quired, in the case of the X-rays, is from four to 
eight hours in divided doses of high voltage or, in 
more accessible lesions, low voltage. In the use of 
radium the dosage is from 40,000 to 100,000 mc.-hrs. 
in the form of radium packs, 1 to 2 gm. of emana- 
tion, with 2 mm. of brass filtration and a skin dis- 
tance of from 6 to roin. Outlying portions of tumors 
are more difficult to control than the central portions 
where the circulation is unstable. 

By suchtreatment the shaft of the bone isrendered 
very brittle and prone to spontaneous fracture, 
the periosteum is injured and its capacity to restore 
the shaft is impaired, and a persistent mass of indo- 
lent tissue is formed which prevents the restoration 
of function in the limb. In very vascular tumors 
there may be rapid progressive aneurismal dilata- 
tion of blood sinuses with necrotic walls simulating 
rapid growth of the tumor. These results suggest 
that more reliance should be placed upon the frac- 
tional method of smaller doses over a long period 
with the aim merely at restraint of growth. 


Axhausen, G.: Aseptic Bone Necrosis and Its 
Significance to Orthopedic Surgery. Acta 
chirurg. Scand., 1926, 1x, 369. 


Discrimination must be made between pyogenic 
necrosis of bone and simple aseptic necrosis. 

Aseptic necrosis of bone cannot be detected either 
macroscopically or roentgenologically. It is only 
the accompanying necrosis of the bone marrow that 
can be recognized with the naked eye. Histological 
examination alone is decisive. Only the results of 
the necrosis can be recognized with the X-ray. 

Necrosis is followed by intensive regenerative 
activity of the surrounding living bone (periosteum 
and bone marrow) which leads to the restoration of 
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the necrotic bone. The bone is atrophic during the 
process of repair (atrophy of repair), but on the 
completion of this process structural restoration 
(restitutio ad integrum) follows. 

Repair is frequently disturbed by spontaneous 
fractures due to the brittleness of the dead bone 
and—in the case of cancellous bone—the tendency 
of the bone to become distorted during the atrophic 
stage of repair. 

Immediate healing of a compression fracture at a 
necrotic epiphysis is impossible. Instead, a demar- 
cated zone of necrosis is formed, simulating the 
formation of sequestrum andevident during allof the 
stages of healing (Koenig’s osteochondritis disse- 
cans). It is only after the absorption of the separating 
wall of bone fragments that re-organization of the 
epiphysis can take place by the subsequent repair of 
the fracture. 

Spontaneous fractures and changes in the shape of 
the bone are the causes of epiphyseal deformities 
even after re-organization is complete. 

In epiphyseal deformities the use of the joints 
brings about harmful changes in the cartilages on 
the opposite side which lead to progressive arthro- 
pathic deformity (arthritis deformans). All stages of 
the condition are observed. 

The term “arthropathic deformity” should be 
substituted for the term “arthritis deformans” as 
the condition is characterized by absence of inflam- 
mation. The cause of the arthropathic deformity is 
primarily some damage to the joint. This may be 
localized to the joint cartilage (chondral form) or to 
the epiphyseal bone (osseous form). 

In the healing of fracturesthe traumatic necrosis 
of the bone is the cause of callus formation. 

In fractures of the neck of the femur, necrosis of 
the proximal fragment occurs regularly but in no 
way hinders the bony repair. The unfavorable out- 
look as regards the healing of fractures of the middle 
of the neck of the femur depends entirely upon the 
difficulty in obtaining and maintaining correct 
apposition of the fragments. ' 

Traumatic luxation of the hip joint as well as 
fracture of the femoral neck may lead to necrosis of 
the head of the femur and a secondary bony arthro- 
pathic deformity. 

In syphilitic bone lesions the peculiar anatomical 
and roentgenological appearances are determined by 
the nature of the bony necrosis. 

In tuberculous lesions of the bone the repair of the 
tuberculous necrosis is prevented by the inability 
of the tuberculous marrow to throw out new bone. 
This results in a circumscribed tuberculous bony 
necrosis which is unfittingly called a tuberculous 
sequestrum. On healing of the lesion, the circum- 
scribed necrosis must necessarily disappear during 
the subsequent period of repair. 

In children, necrosis of the epiphyseal bone of 
unknown etiology (spontaneous epiphyseal necrosis) 
Is not uncommon. 

Epiphyseal necrosis is the cause of Koehler’s dis- 
ease of the metatarsal heads and of the scaphoid of 


’ 


the foot, Calvé-Legg-Perthes osteochondritis de- 
formans cox, the so-called Kienboeck’s malacia of 
the os lunatum, and perhaps also of other diseases 
related to disturbances of ossification. It is also the 
cause of joint mice in the knee and elbow. The 
natural course of the healing process is generally 
interrupted in these joints by secondary trauma. 

Spontaneous epiphyseal necrosis remains obscure. 
A primary fracture as the cause is excluded. The 
theory attributing it to an embolic-mycotic infarct 
is supported by a number of facts. 


Jura, V.: Osteomyelitis Caused by a Filterable 
Virus Obtained from Cultures of Staphylococci 
(L’etiologia dell’ osteomielite da virus filtrabile rica- 
vabile dalle culture di stafilococchi). Arch. ital. di 
chir., 1926, Xv, 121. 

Of forty-five cases of osteomyelitis, the author 
found staphylococcus pyogenes aureus in pure 
culture in thirty-four, staphylococcus albus in six, 
staphylococcus aureus and albus in two, staphy- 
lococcus aureus and streptococci in two, and strep- 
tococci alone in only one. 

In experiments on rabbits in which cultures of 
different strains of staphylococcus were injected 
intravenously, the typical picture of osteomyelitis 
was produced. Jura then injected filtrates of these 
strains of staphylococci into the marginal vein of the 
ears of rabbits. The article contains detailed proto- 
cols of the experiments and photomicrographs of the 
bone findings. There is no doubt that osteomyelitic 
lesions were produced by the filtrates obtained by 
simple filtration of the cultures of staphylococci as 
well as by those previously plasmolyzed. 

As the lesions were transmissible in series and en- 
tirely independently of the original cultures of 
staphylococci, and as cultural tests failed to show 
the presence of bacteria, Jura concludes that the 
lesions were caused by an invisible and filtrable virus 
which has staphylolytic properties. 

Auprey G. Morcan, M.D. 


Friedrich, H.: The Differential Diagnosis of Surgi- 
cal Tuberculosis; Non-Specific Joint Diseases, 
Primary Chronic Osteomyelitis, Perthes’ Dis- 
ease of the Hip, and Related Conditions, 
Atypical Forms of Meniscus Tears, Sclerosis of 
the Fat Bodies of the Knee Joint, and Gener- 
alized Glandular Diseases (Ueber die Differen- 
tialdiagnose der chirurgischen Tuberkulose; un- 
spezifische Gelenkerkrankungen, primaer chronische 
Osteomyelitis, Perthessche Huefterkrankung und 
verwandte Krankheitsbilder, atypische Formen 
von Meniscuszerreissung, Sklerose des Kniegelenk- 
fettkoerpers, generalisierte Druesenkrankungen). 
Beitr. z. klin. Chir., 1926, cxxxvi, 56. 


Chronic diseases, particularly those of the bones 
and joints, are often incorrectly diagnosed as tuber- 
culosis. To confirm the diagnosis, use should be 
made of the biological aids—tuberculin tests, animal 
inoculation, agglutination and complement-fixation 
tests, blood-cell sedimentation and flocculation reac- 
tions, etc. 
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1 Chronic and subacute joint conditions. The 
diagnosis of joint tuberculosis seems justified in 
cases with chronic joint pain, the gradual accumula- 
tion of fluid in the joint cavity, thickening of the 
joint capsule, and atrophy of the muscles of the 
extremity involved. 

Thickening of the joint capsule is of great signif- 
icance. In cases with marked thickening in which 
the joint capsule has the feeling of thick velvet, the 
tuberculous nature of the joint condition is not 
difficult to recognize. In the earlier stages of the 
disease the diagnosis is more difficult. Every chronic 
irritation of the synovial membrane of a non- 
specific inflammatory or traumatic nature leads to 
thickening of the capsule. The roentgen-ray picture 
is not nearly as diagnostic of tuberculosis as was 
formerly believed. According to Koenig, Lehmann, 
and Rogers the involvement of the bones is usually 
secondary. 

The evacuation of fibrin-containing fluid on punc- 
ture does not necessarily indicate tuberculosis, even 
when the fibrin-content of the fluid is high. In 
chronic osteomyelitis near a joint, masses of fibrin 
and marked thickening of the joint capsule are often 
found, which, on biological examination and animal 
experimentation, are determined to be non-tubercu- 
lous. 

A final clinical aid is the demonstration of a tuber- 
culous focus elsewhere in the body, particularly the 
lungs. In early cases, however, an associated active 
process in the lungs is rare and an old focus is with- 
out significance. A family history of tuberculosis 
may easily lead to error. This is shown by several 
case histories. Particularly significant were two 
cases in which the clinical diagnosis of tuberculosis 
of the hip appeared to be confirmed even by resec- 
tion of the joint, but the condition was proved to be 
non-tuberculous by histological examination and 
animal inoculation. 

The author suggests that in this condition we may 
be dealing with a causative agent which we do not 
yet know how to isolate or with causative agents of 
various kinds which lead to chronic arthritis under 
certain conditions. 

2. Primary chronic osteomyelitis. Osteomyelitis 
with a chronic onset, which is not so rare as Garre, 
Hoffa, von Bruns, and Eden believed, may also be 
confused with tuberculosis of bone. The roentgen- 
ray picture is often of little aid. In osteomyelitis 
near joints particularly near the neck of the femur, 
the tendency toward new bone formation, the 
formation of sequestra, and demarcation is slight. 
Von Bruns and Honsell have established this fact. 

3. Perthes’ disease and related conditions. The 
early diagnosis of Perthes’ disease and related con- 
ditions is not possible by means of the roentgen ray. 
The so-called malacia of Mondbein and cyst forma- 
tion in the scaphoid and semilunar bones may be 
confused with tuberculosis. Similar bone changes 
which were found in the medial end of the clavicle in 
two cases were diagnosed clinically as tuberculous, 
but on the basis of negative histological findings 


were designated as an “‘aseptic necrosis in the stage 
of restitution.’ 

4. Atypical forms of rupture of the meniscus. 
In chronic traumatic injuries of the knee joint the 
differentiation from tuberculosis is very difficult 
since the diagnosis of injury to the meniscus in the 
absence of a definite history and of signs of incarcer- 
ation is very uncertain. Evenin slight intra-articular 
injuries a chronic joint effusion is formed and there 
may be thickening of the capsule. The author re- 
ports the case of a 4o-year-old patient who was 
injured two years previously and since the accident 
had had knee trouble with effusion. The roentgen- 
ray picture was negative and there was no —— 
to tebeprotin. When a portion of the capsule w 
excised for diagnosis the inner meniscus was iouns 
torn and the synovia reddened and thickened. Ani- 
mal inoculation was negative. Histological exami- 
nation failed to reveal tuberculosis. Bircher and 
Steinmann have called attention to the absence of 
noteworthy trauma in injuries to the meniscus. 

5. Sclerosis, of the fat bodies of the knee joint. 
Hoffa’s disease greatly resembles injuries to the 
meniscus with few symptoms. Rost has emphasized 
the difficulty in the differential diagnosis from tu- 
berculosis. The author recommends for diagnosis a 
roentgen examination following the insufflation of 
air into the knee joint. 

6. Generalized glandular affections in the early 
stages. Because of the frequency of malignant dis- 
ease of the glands a portion should always be excised 
for histological examination because the usual clini- 
cal procedures are frequently insufficient for diag- 
nosis. The author reports three cases of lympho- 
sarcoma which, on the basis of the clinical examina- 
tion, were believed to be cases of tuberculosis or 
Hodgkin’s disease. Jeun (Z). 


Phemister, D. B.: A Study of the Ossification in 
Bone Sarcoma. - Radiology, 1926, vii, 17. 


Ossification in bone sarcoma is a phenomenon 
which varies greatly in different tumors and in 
different parts of the same tumor. There is always 
bone destruction, but not always new bone forma- 
tion. Two types of new bone may be formed, namely, 
tumorous and non-tumorous. It is usually possible 
to tell them apart in the roentgenograms. Tumorous 
bone, either in the primary lesion or in the metas- 
tasis, arises from tumor cells with an inherent tend- 
ency to ossify. Non-tumorous bone arises from 
osteoblasts of the normal bone in which the tumor 
develops. 

The tumor bone varies greatly in amount and 
arrangement in different tumors. In markedly 
ossifying lesions, the entire tumor may be converted 
into bone, while in others the bulk of the lesion 
remains unossified. The earliest new bone is laid 
down in contact with the old bone, and ossification 
proceeds toward the periphery of the tumor as it 
increases in size. In the markedly ossifying lesion 
the new bone is of a dense spongy structure and does 
not radiate toward the periphery except occasionally 
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in its superficial portions. In the less markedly 
ossifying lesions the first bone to be laid down may 
be spongy in its arrangement, but the more recently 
formed bone that extends toward the periphery is 
usually deposited in rays. 

From the structural standpoint the new bone is 
generally arranged so as to support the tumor mass 
and not to strengthen the old bone from which it 
springs; hence, the radiating arrangement. Metas- 
tases from sarcomata showing tumor ossification also 
ossify, and the extent of ossification and the type of 
bone formed conform closely to those of the primary 
tumor. Microscopically, new tumor bone may vary 
from an extremely low, immature, calcareous struc- 
ture to a mature and well-formed type of bone that 
can scarcely be differentiated from normal. Tumor 
bone is usually formed by fibrous or intramembra- 
nous ossification, but if the tumor contains cartilage 
there may be enchondral ossification. 

Non-tumorous bone may arise from the periosteum 
or the endosteum in the vicinity of the tumor. It is 
seen mainly in tumors that develop during childhood 
and adolescence. It forms either as the result of the 
stimulative action of the growing tumor or as a com- 
pensatory measure to replace the old bone that is 
destroyed by the neoplasm. It forms most abun- 
dantly from the periosteum in central destructive 
sarcomata in adolescents and is to be seen as a layer 
about the cortex beyond the limits of the tumor and 
at the level of the tumor where the outer portion of 
the cortex has not been destroyed. It may form in 
small amounts from the endosteum of the medullary 
canal beyond the limits of the tumor. In primary 
peripheral sarcomata the endosteum may form a 
layer of spongy bone at the level of the tumor before 
the cortex has been extensively destroyed from 
without inward. New non-tumorous bone about the 
sarcoma is of a spongy structure; it rarely becomes 
dense and lamellated. 

For purposes of roentgenological study of their 
ossification, bone sarcomata may be diyided into 
four main groups: (1) those containing tumor bone 
only; (2) those containing both tumorous and non- 
tumorous bone; (3) those containing non-tumorous 
bone only; and (4) those containing no new bone. 
Kach of these groups is described at some length and 
roentgenograms illustrating them are included with 
comprehensive explanatory notes. 

Bone sarcomata containing tumor bone only are 
seen mainly in adults. They are either osteogenic 
sarcomata or chondrosarcomata. Bone tumors con- 
taining both tumorous and non-tumorous bone are 
seen mainly in adolescents. At this age an osteo- 
genic sarcoma with radiating new tumorous bone 
within its substance may stimulate the periosteum 
to form a varying amount of non-tumorous bone on 
the shaft beyond and along the uninvolved cortex 
at the level of the tumor. Bone sarcomata contain- 
ing non-tumorous bone only occur also largely in 
adolescents and are central destructive lesions 
which stimulate the periosteum in the vicinity of the 
new bone formation. Bone sarcomata containing 


neither tumorous nor non-tumorous bone or, at 
most, only traces of ossification, are common in 
adults. They nearly always arise centrally, although 
there is occasionally a primary periosteal fibro- 
sarcoma of this type. They erode bone irregularly 
and usually soon break through the cortex and 
periosteum on one side. 

There are many cases of central destructive sar- 
comata of the long bones in which irregularly 
arranged new bone forms in the substance of the 
tumor about uneroded portions of the cortex. In 
this group it is often difficult to say either from the 
arrangement of the new bone or the microscopic 
appearances whether it is tumorous or non-tumorous 
in nature. However, these cases are in the minority 
and even when the exact genesis of the new bone 
cannot be stated it is usually possible to say from 
its features that the lesion is of a sarcomatous 
nature. Apovtreu Hartrunc, M.D. 


Tomilowa, N. L.: Experimental Findings with Re- 
gard to the Healing and Regeneration of Fas- 
cial and Tendon Tissues ([xperimentelle Ergeb- 
nisse der Heilung von Fascial- und Sehnengewebe 
und der Regeneration derselben). Verhandl. d. 16 
russ. Chir.-Kong., Moscow, 1925, p. 125. 

The author reports the findings in thirty experi- 
ments on rabbits lasting from two days to nine 
months. 

When from o.5 to 1 cm. of the tendon of Achille- 
was resected with preservation of the peritenon 
(thirteen experiments), the tendon was reformed and 
after from seven to nine months could hardly be 
distinguished histologically from the normal tendon. 
Functionally the result was unsatisfactory as the 
regenerated tendon was thinner and longer. 

In six experiments in which the same amount of 
the tendon of Achilles was resected together with 
the peritenon, regeneration of the tendon tissue at 
the site of the defect did not occur, a fact which 
demonstrates the importance of the peritenon in 
regeneration. 

In six experiments in which defects of one or more 
centimeters were made in the fascia lata, the defect 
was filled by connective tissue. This, however, was 
not identical with the normal fascia and was com- 
posed of fibers which ran in various directions. 
Functionally the newly formed connective tissue 
replaced the fascia satisfactorily, and after about a 
month there was little to be seen of the muscle hernia 
produced by the operation. KORNMANN (Z). 


Leriche: The Pathogenesis and Treatment of 
Volkmann’s Syndrome (Sur la pathogénie et le 
traitement du syndrome de Volkmann). Lyon chir., 
1926, XXIIl, 390. 

In cases of Volkmann’s syndrome with an imme- 
diate ischemic muscular necrosis, orthopedic opera- 
tions for the correction of the deformity are indi- 
cated. In cases with only a muscular spasm, the 
treatment should consist in elastic traction or 
sympathectomy. 
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Leriche reports the case of a 14-year-old boy who 
developed the characteristic deformity of Volk- 
mann’s contracture a week after he sustained a deep 
puncture wound of the forearm. Exploration of the 
wound revealed extensive muscular oedema but no 
necrosis and no deep hematoma, abscess, or nerve 
lesion. A few days later a superficial abscess which 
had formed was incised and drained. The wound 
soon healed and the swelling subsided, but the 
deformity persisted. About a month after the 
injury a brachial sympathectomy was done. On the 
evening of the day of the operation the patient was 
able actively to extend the hand and fingers. Muscle 
power rapidly returned. Three weeks after the 
operation he was discharged completely cured, and 
when the extremity was examined six months later 
it was still normal. LAWRENCE Jacques, M.D. 


Catterina, A.: Madelung’s Disease (Contributo allo 
studio della malattia di Madelung). Chir. d. organi 
di movimento, 1926, X, 517. 


Madelung’s disease is characterized by an abnor- 
mal curvature of the radius and a more or less marked 
dorsal luxation of the lower end of the ulna. The 
author reports the case of a woman 33 years of age. 
The patient stated that the deformity of the wrists 
had existed since her childhood and had increased 
as she grew older but had never caused any pain or 
interfered with her work. 

Dorsoventral roentgen examination showed a 
wide curve of the distal part of the diaphysis of the 
radius which was convex backward and more 
marked on the left side than on the right. The 
epiphysis of the radius seemed to be deformed, with 
greater devclopment on the outer than on the 
inner side. The distal joint surface between the 
radius and the ulna had entirely disappeared, and 
there was a displacement toward the ulnar side of all 
of the first row of carpal bones. The semilunar bone 
was greatly deformed and rarefied, and there was 
considerable rarefaction of the lower epiphyses of 
the radius and ulna. 

A lateral projection showed the head of the ulna 
to be deformed. The loss of its normal relation to 
the carpus and radius had resulted in luxation of the 
ulna toward the dorsal side and separation of the 
lower parts of the radius and ulna. 

This was a typical case of Madelung’s disease 
showing the characteristic curvature of the lower 
two-thirds of the radius, luxation of the head of the 
ulna on the carpus, and apparent palmar subluxa- 
tion of the carpus. 

Madelung’s disease usually develops between the 
ages of 12 and 16 years and is rare in early childhood. 
As a rule it is painless. It occurs four times more 
frequently in females than in males. It is generally 
bilateral and more marked on the right side than on 
the left. In a typical case, Merlini found rarefaction 
of all of the bones of the carpus and the base of the 
metacarpals and thickening of the cortex of the di- 
aphyses of the metacarpals which had obliterated the 
marrow Cavity. 


There has been considerable discussion as to the 
etiology of the disease. According to one theory, 
the condition is due to hereditary syphilis. The 
author’s patient had a positive Wassermann reaction. 
In Merlini’s opinion, Madelung’s disease is an occu- 
pational deformity, but the author believes this is 
improbable because the deformity is generally 
bilateral. Catterina concludes that the cause is a late 
form of rickets developing in adolescence and that 
the deformity is increased by forced dorsal flexion 
of the hand in the patient’s work, this accounting for 
its being more marked on the right side. 

Orthopedic treatment gives good results if it is 
begun in the early stages. Surgical treatment should 
be given only in very severe cases and should consist 
in oblique linear osteotomy of the lower third of the 
radius. Auprey G. Morcan, M.D. 


Bowman, W. B., and Goin, L. S.: Traumatic Le- 
sions of the Spine. Am. J. Roentgenol., 1926, xvi, 
Itt. 


Recognition of traumatic lesions of the spine re- 
quires an accurate knowledge of the normal anatomy 
and development of the spine and of any common 
congenital anomalies and defects which may be 
present. The authors attempt to show by mechani- 
cal principles why some of the defects and anomalies 
of the lower lumbar spine predispose to back injuries. 
Occasionally congenital variations are mistaken for 
fractures or other pathological conditions. 

Probably the most common injury of the spine is a 
compression fracture of the vertebral body with more 
or less dislocation of the body, the so-called fracture 
dislocation of the spine. In nearly every instance 
this is the result of hyperflexion of the spine. The 
lateral roentgenogram shows a typical wedge-shaped 
vertebral body. The condition must be differenti- 
ated from tuberculosis, syphilis, metastases, old 
hypertrophic arthritis, the natural collapse of the 
vertebral bodies due to excessive lime salt absorption 
in senility and due to Kuemmell’s disease. The 
characteristics of these conditions are briefly men- 
tioned. 

Fractures of the various component parts of the 
neural arches of the vertebra do not seem to be so 
common as fractures of the bodies, and are much 
more difficult to demonstrate roentgenographically. 
As some of them cannot be seen, this may be one 
reason why they appear to be less frequent. Frac- 
tures of the pedicles and laminw can be recognized 
rarely if ever. Fractures of the spinous processes 
are not common, but are easily seen in a tech- 
nically good lateral projection .of the spine and 
offer no particular difficulty in diagnosis. Fractures 
of the transverse processes are exceedingly common 
and often multiple. 

One of the most common of clinical diagnoses in 
cases of low back pain is ‘‘sacro-iliac strain” or 
“sacro-iliac slip.””. The authors believe these condi- 
tions do not occur unless they are accompanied by 
fracture. They may be simulated in the roent- 
genogram by faulty technique, and other conditions 
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may produce findings which may be erroneously 
interpreted as “slips.” The authors are of the 
opinion that spondylolisthesis is a much more 
common lesion than is generally believed; that in 
many cases spontaneous reduction occurs; and that 
many cases in which a diagnosis of sacro-iliac slip is 
made are in reality cases of unrecognized spondy- 
lolisthesis. This condition can be readily diagnosed 
from detailed lateral projections of the lumbosacral 
articulation. 

Incomplete dislocation which, technically, is also 
a spondylolisthesis occurs elsewhere in the spine, 
most commonly in the cervical and lumbar regions. 
Such subluxations are easily overlooked and must be 
sought in detailed lateral roentgenograms of the 
spine. The so-called semilateral or oblique projection, 
while technically easier, is worthless from the stand- 
point of diagnosis. The true dislocations are major 
injuries usually resulting from severe trauma and 
accompanied by fracture of the neural arch or frac- 
ture of the vertebral bodies or both. 

In conclusion the authors state that traumatic 
lesions of the spine are very common but are fre- 
quently unrecognized because of poor technique in 
the X-ray examination or incompleteness of the 
examination due to failure to examine a sufficient area 
of the spine or the omission of lateral views. 

The article contains several case histories illus- 
trating some of the conditions discussed. 

Apotex Hartunc, M.D. 


Hanson, R.: Some Anomalies, Deformities, and 
Disease Conditions of the Vertebrze During 
Their Different Stages of Development, Eluci- 
dated by Anatomical and Radiological Findings. 
Acta chirurg. Scand., 1926, |x, 309. 


From late fetal life up to the age of 2 years the 
vertebral body appears on the lateral skiagram as 
divided into three plates, one upper plate, a lower and 
denser plate, and a lighter one between these two. 
In the anterior margin of the middle plate there is 
seen an excavation in the form of an amputated cone 
with its base directed forward. The examination of 
an anatomical preparation shows that this finding 
corresponds to a vein, the front wall of which is 
made up in early life of perichondrium and later of 
periosteum. From this cross-running canal, which is 
filled up by a vein and bone marrow, canals extend 
backward to a network of veins at the posterior 
aspect of the vertebral body. The canals are not 
large foramina nutricia as has been stated in the 
past. 

The excavation disappears during the second year 
of life except in the lower five to seven dorsal and the 
first lumbar vertebra, and sometimes also in the 
second lumbar vertebra in which it remains up to 
the age of 14 years. The canal formations may 
appear in skiagrams in different forms and consti- 
tute normal formations from late fetal life up to the 
age of 14 years. They are seen very frequently also 
between the ages of 15 and 19 years and fairly often 
between the ages of 19 and 25 years. 


The excavation is not noted in skiagrams when 
compact bone has formed in front of the canal. 
When the compact and cancellous bone has attained 
a certain density, the other canals are not visible, 
but they may again appear at advanced age when 
the lime content in the bone begins to undergo 
atrophic changes. The most advanced age at which 
the canals were seen in the author’s cases was 60 
years. 

The canals probably signify a rich blood supply in 
the vertebral bodies and may therefore explain why 
tuberculosis generally occurs in the vertebre in 
which the canals are best developed and particularly 
during the years of their greatest capacity. 

Vertebral bodies with large venous canals, and in 


- particular a large channel running across, are proba- 


bly less resistant to trauma than others. 

Epiphyseal shadows in the vertebrae have been 
observed earliest in a 6-year-old girl. The average 
age for their appearance is between the eleventh and 
thirteenth years in girls and between the twelfth and 
fifteenth years in boys. 

They are generally first seen as small triangular 
formations in the anterior “corners,” but this may 
be due to the projection. 

During the first years the epiphyseal shadows 
represent lime-containing cartilage and not bony 
tissue. In an investigation of the vertebra follow- 
ing injection of the arteries, it was found that in 
children two neighboring vertebra are supplied by 
arteries from a common branch of the intercostal, 
namely, the lumbar artery. This may explain why 
in children two neighboring vertebra are simulta- 
neously attacked by tuberculosis. 


Massart, R., and Ducroquet, R.: The Search for 
the Abscesses of Pott’s Disease by Roentgen- 
ography (La recherche des abscés du mal de Pott 
par la radiographie). Arch. franco-belges de chir., 
1926, xxix, 181. 

Abscess is a constant lesion in Pott’s disease, even 
in the very early stages. Whatever the site of the 
vertebral lesion, the abscess develops for a certain 
length of time under the fibrous vertebral ligaments 
and during this period it may be very difficult to 
demonstrate by clinical examination. Ultimately 
the ligament may ulcerate and the pus escape and 
become a migrating abscess which can be palpated, 
but 80 per cent of the abscesses of Pott’s disease 
cannot be demonstrated in this way. However, the 
majority of the latter can be demonstrated by 
roentgen examination. 

Abscesses of the cervical column generally appear 
in the sheath of the sternomastoid and constitute 
only 8 per cent of vertebral tuberculous abscesses. 
In these cases, therefore, roentgen examination is of 
less importance, but the author has seen abscesses of 
the last two cervical vertebra which did not migrate 
toward the skin. In one case the abscess was not 
demonstrable clinically. The patient suffered from 
dysphagia, and pharyngeal palpation did not reveal 
any tumefaction. Roentgen examination, however, 
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showed an abscess of the lower cervical column 
which pushed the cesophagus and trachea forward. 

In cases of dorsal abscesses, which come to the 
surface less frequently, roentgen examination is of 
importance. Tuberculous abscesses rarely invade a 
muscle or a vessel wall. They usually follow muscle 
or vesselsheaths, but the anatomical conditions inthe 
dorsal cord do not permit this. In the upper dorsal 
region an abscess is attracted upward by the upper 
opening of the thorax, being guided by the arrange- 
ment of the aponeuroses. Its characteristic form is 
that of a heart. Typical cases are reported. 

Mid-dorsal abscesses are more varied in form. 
They may be globular or fusiform with a very taper- 
ing point. They are not always symmetrical; one 
side may be round and the other fusiform. 

Abscesses of the lower dorsal column are too low 
to migrate upward and cannot move downward 
because of the insertions of the diaphragm and 
because of the diaphragmatic movements which 
compress them at every inspiration. They therefore 
develop laterally, assuming the globular form which 
led Menard to call them “swallow’s nest abscesses.” 
In rare cases an abscess of the eleventh or twelfth 
dorsal may enter the abdominal cavity and follow 
the same course as a lumbar abscess. 

In dorsal Pott’s disease an abscess shadow is 
practically always found in the roentgenogram al- 
though as a rule abscesses in the dorsal region can- 
not be discovered by clinicalexamination. The author 
has frequently seen such abscess shadows in begin- 
ning Pott’s disease. He attributes the greater visi- 
bility of these abscesses as compared with lumbar 
abscesses to the intense fibrin reaction caused by the 
walled-in pus which chokes the abscess, transform- 
ing it into a mass resembling a fibroma. 

In cases of lumbar abscess roentgen examination 
is of less importance as the lesion can generally be 
discovered clinically. 

In the authors’ opinion, a systematic roentgen 
examination should be made for abscess in Pott’s 
disease. For the cure of paraplegia due to an antero- 
lateral abscess, puncture of the abscess is indicated. 

Auprey G. Morcan, M.D. 


Bentzon, P. G. K.: Experimental Studies on the 
Pathogenesis of Coxa Plana (Calvé-Legg- 
Perthes-Waldenstrém’s Disease) and Other 
Manifestations of Local Dyschondroplasia. 
Acta radiol., 1926, vi, 155. 

The investigations reported in this article were 
carried out to answer the following questions: 

1. Is it likely that coxa plana and other kinds of 
local dyschondroplasia are caused by a lesion of the 
arteries of the bones? 

2. May the formation of cartilage in the osseous 
tissue and the other pathological alterations seen in 
these diseases be referred to an abnormal arterial 
hyperemia in the osseous tissue? 

In order to answer the first question the author 
made an anatomical study of the arteries of the 
bones in specimens obtained from dead bodies and 


from amputations. These specimens were injected 
with zinnabar-gelatine solution and the course of 
the arteries was studied on stereoroentgenograms. 

The course of the arteries to the caput femoris, 
the distal parts of the lower epiphysis of the femur, 
the capitulum humeri, and the capitulum metatarsis 
is such that in young persons these arteries are 
especially exposed to moderate injury (pressure or 
stretching) at a point where pressure or a blow may 
produce a bending of the epiphyseal cartilage. 
When the arteries are exposed to such an injury of 
moderate severity it is not unlikely that the vaso- 
motor nerves in the adventitia may be damaged so 
that the nerves are blocked and an active hyperamia 
in the epiphyseal nucleus is caused. 

By paralyzing the vasomotor nerves to the upper 
epiphysis of the femur in young rabbits and goats by 
alcohol injections around the arteries, Bentzon has 
sometimes been able to produce pathological alter- 
ations in the hips which, on histological examination, 
showed a picture similar to the findings in coxa 
plana. 

He thereforeconcludes that the pathological alter- 
ations in coxa plana, osteochondritis dissecans in the 
knee and the capitulum humeri, and Koehler’ dis- 
ease in the capitulum metatarsi may be caused by 
an active hyperemia produced by a moderate injury 
of the arteries of the bones. 


Henderson, M. S.: Intrinsic Derangement of the 
Knee Joint. South. M. J., 1926, xix, 633. 


The knee joint is divided into anterior and 
posterior compartments with the cartilages in the 
external and internal anterior portions. The crucial 
ligaments are important in stabilizing the knee. The 
femur is prevented from slipping forward on the 
tibia by the posterior crucial. 

Intrinsic mechanical derangements are due usu- 
ally to a fracture or tear in either the internal or the 
external semilunar cartilage. The injury is often the 
result of some slight trauma occurring when the 
knee is partially flexed and the foot is in eversion. 
Extension of the leg is difficult and painful and is 
followed by effusion. Repeated lockings cause 
sufficient disability to demand removal of the 
cartilage. The diagnosis between injury to the 
external cartilage and injury to the internal cartilage 
is often difficult. 

Osteocartilaginous bodies are of three main types: 
(1) the osteo-arthritic type, with a breaking-off of the 
marginal osteophytic growths (encountered chiefly 
in elderly persons); (2) osteochondritis dissecans, 
in which the cartilage is torn loose from the internal 
condyle near the attachment of the posterior crucial 
ligament; and (3) osteochondromatosis in which 
the loose bodies arise from the synovial membrane 
near the margin of the joint. The loose bodies are 
nourished by the joint fluid and may increase in size. 
Their mere presence is sufficient warrant for their 
removal. 

The incisions made for the removal of the semi- 
lunar cartilages are the anterior, the internal lateral, 
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the external lateral, the posterior internal, and the 
posterior lateral. It is rarely necessary to remove 
the whole cartilage. For the removal of loose bodies 
the same incisions or a lateral patellar or split 
patellar longitudinal incision is used. The latter 
zives a wide exposure of the joint. 


SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Imbert, L.: Experimental Studies on Bone Grafts 
(La greffe osseuse: recherches expérimentales). 
J. de chir., 1926, xxvii, 710. 

The bone graft and the fracture fragments exer- 
cise an action upon each other which the author calls 
“osteotropism.”” This was demonstrated in experi- 
ments on dogs in which Imbert resected a piece of 
bone from the tibia, divided it longitudinally into 
two halves, re-inserted one half into the breach 
in the bone, and transplanted the other half be- 
neath the skin. The half implanted between the 
ends of the bone grew and filled the gap, whereas 
the other half became absorbed. 

In a fracture the two fragments take part in the 
formation of the callus. If they are far apart, no 
attempt at reparation is made and the fragments 
become absorbed, but if a graft is placed between 
the two ends, consolidation results. This shows 
that both graft and bone fragments are necessary. 

If the fibula is fractured and the gap between the 
two ends is too long to be filled, a callus will be 
formed between the end of the fragment of the fibula 
and the tibia. This shows the osteotropic attraction 
of the two bones for each other. The author’s experi- 
ments demonstrate that the graft plays an active 
part in filling the gap; it does not.act merely as a 
guide for bone formation from the periosteum of the 
fragments. 

If the gap between the graft and the end of the 
fragment is too long it will not be filled. The 
author’s experiments show that a gap of more than 
'4 cm. cannot be filled. The graft need not necessarily 
be a single block of bone. Grafts of small fragments 
will fill the breach if their total volume is sufficient 
to furnish the necessary osteotropic stimulus. In 
some of the author’s cases in which the fragments 
were too few or too small this method failed. 

Dead bone is a poor graft, and burned bone is of 
less value than bone that has been boiled, dried, or 
killed by chemical agents. ‘The author’s grafts of 
burned bone were discharged like foreign bodies. 
Only autografts are successful. Grafts from another 
animal of the same species and bone transplanted 
from the right to the left limb or vice versa will not 
take. Auprey G. Morcan, M.D. 


Haas, S. L.: The Transplantation of Bone into 
Joints. Arch. Surg., 1926, xiii, 426. 

Attempts to obtain tissue cultures of bone outside 
of the body have thus far been unsatisfactory. The 
reason for the failures lies apparently in the choice 
of artificial culture media. The a~thor chose the 


joint cavity as the incubator for the bone tissue 
because the joint offers the best physiological condi- 
tions for the implantation of bone. He performed 
fifteen experiments on dogs and rabbits. 

Pieces of bone enclosed in perforated rubber tub- 
ing to prevent adhesion to the synovial membrane 
were placed in a joint. In practically all cases new 
bone was found after a sufficient lapse of time. The 
changes in the bone were similar to those which 
occurred in a transplanted piece under normal con- 
ditions except that they were slower and less active 
and there was a tendency toward earlier degenera- 
tion. 

In some instances the fragments were found 
united by cartilaginous and osteoid callus, but, as in 
other non-functioning fragments, the ultimate fate 
of the bone was complete absorption. 

The foreign bodies caused no inflammatory reac- 
tion on the part of the synovial membrane and no 
changes in the articular cartilage. 

In all of the experiments the tube which held the 
fragments of bone became adherent to the synovial 
membrane. Hence the purpose for which it was 
used was not achieved unless possibly in the first 
few days. A. Gorriies, M.D 


Dupuy de Frenelle; Myoplasties: Replacement of 
the Adductor Pollicis by a Bundle from the 
Pectoralis Major; Myoplasty of the Latissimus 
Dorsi to Fill a Lateral Eventration (M yoplasties: 
remplacement de l’adducteur du pouce par un faisceau 
du grand pectoral; myoplastie du grand dorsal pour 
combler une éventration latérale). Paris chir., 1920, 
xviii, 129. 

The author reports two cases demonstrating that 
a totally transplanted muscle may preserve its 
vitality and its power of contraction and function 
in its new position. The first case was that of a soldier 
20 years of age whose hand had been injured by a 
grenade. The wound had been cicatrized for several 
months and the thumb was firmly fixed to the index 
finger. The power of prehension had been practically 
abolished. 

Following excision of the cicatricial tissue, the two 
metacarpals were forcibly separated. The hand was 
then brought across to the axilla of the opposite side 
and a large U-shaped flap including skin and a bun- 
dle of the pectoralis major was formed. The bundle 
was cut at its insertion in the humerus, and the 
pedicle which attached it to the clavicle was pre- 
served with its blood supply from a branch of the 
acromiothoracic artery and its innervation. The 
flap was twisted on its axis and fastened along the 
anterior surface of the second metacarpal by U- 
shaped catgut sutures. The hand was kept in place 
by plaster of Paris. A month later the pedicle of 
the flap was cut. 

When the patient was seen four years after the 
operation, adduction of the thumb had been restored 
to such an extent that the transplanted flap seemed 
to have resumed its muscle function and to be acting 
as a true adductor pollicis. 
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The second case was that of an obese man of 30 
years whose abdomen was prolapsed and who had 
developed a large eventration extending from the 
eleventh rib to the crest of the ilium following an 
operation for appendicitis. The abdominal wall had 
been reduced to the skin and the fibrous sac of the 
eventration. It contained the ascending colon and 
the right flexure. Strangulation of the hernia was 
suggested by crises of pain, constipation, and nau- 
sea. 

The cicatricial skin was excised, the external 
border of the rectus freshened, and the latissimus 
dorsi incised along the crest of the ilium, the incision 
being carried upward for some distance. The flap 
thus formed was then brought over to the external 
edge of the rectus and fixed with U-shaped sutures of 
kangaroo tendon. The lower edge of the flap was 
fastened to the ridge of muscle along the crest of the 
ilium and to Poupart’s ligament. The operation 
not only filled the lateral breach but held up the 
prolapsed abdomen, this resulting in great improve- 
ment in the patient’s condition. 

Aubrey G. Morcan, M.D. 


Tavernier: Flail Wrist Resulting from Loss of 
Substance from the Lower End of the Radius; 
Bone Grafting (Poignet ballant par perte de sub- 
stance de l’extrémité inférieure du radius; greffe 
osseuse). Lyon chir., 1926, xxiii, 417. 

Tavernier reports the case of a man 30 years of 
age who fell from a height of to meters and landed 
on his hands, sustaining a fracture of the lower end 
of the left radius and a compound fracture of the 
lower end of both bones of the right forearm. The 
latter lesion became infected, and the infection did 
not clear up until after the resection of the lower ends 
of both bones of the forearm and almost complete 
removal of the carpus six months later. As the result 
of this operation, the radius was shorter than the 
ulna and was pulled over toward the latter so that 
the hand swung at a right angle to the axis of the 
forearm and movements of the tendons were entirely 
prevented. 

About three years after the injury the scar tissue 
between the radius and the remaining portions of 
the carpus was excised and a bone graft 4 cm. long, 
taken from the tibia, was placed in the intervening 
space. The lower end of the graft was fixed in a 
groove prepared for it in the carpus, but for the 
fixation of the radial end reliance was placed upon 
the pressure of the graft and the radius: 

After a month the graft was found to be firmly 
attached to the carpus, but was not fixed to the 
radius. 

Three months after the first operation the graft 
was wired to the radius and surrounded by several 
osteoperiosteal grafts. One month later bony union 
had occurred. 

Today the patient has complete use of the hand, 
but there is some stiffness of the finger joints. 
Pronation and supination of the forearm have been 
almost entirely lost. LAWRENCE Jacques, M.D. 


Steindler, A.: Compensation vs. Correction in the 
Treatment of Structural Scoliosis. J. Bone & 
Joint Surg., 1926, xviii, 570. 

The chief factor in natural recovery in scoliosis is 
compensation resulting from the recurving of mov- 
able sections of the spine. 

Most of the curves do not remain compensated as 
the body tilts to the side of the convexity and the 
pelvis becomes tilted. 

In the treatment, the author increases the lumbar 
compensatory curve by shifting the body to the con- 
cave side and including the pelvis in the arrange- 
ment of compensation. The corrected position is 
then maintained by a plaster cast including the 
pelvis, the hip on the concave side being in abduc- 
tion. If the patient is to have operative fixation, 
the routine preparations are made. Just before the 
operation a cast is applied in the position of com- 
pensation. This is bivalved and used as a double 
plaster shell during the eight weeks’ period of re- 
cumbency following the operation. 

Steindler states that probably all of the paralytic 
group of cases and most of those of the congenital 
type require the fusion operation to maintain the 
compensation. ELVEN J. BERKHEISER, M.D. 


Sorrel and Sorrel-Dejerine: The Treatment of the 
Paraplegias of Pott’s Disease According to 
Their Anatomicoclinical Type (Traitement des 
paraplégies pottiques d’aprés leurs formes anatomo- 
cliniques). Arch. franco-belges de chir., 1926, xxix, 
202. 

One of the most serious complications of Pott’s 
disease is paraplegia. The authors review the results 
obtained in this condition by various operations— 
laminectomy, laminotomy, and costotransversec- 
tomy. They conclude that the chief essential in a 
case of Pott’s paraplegia is a thorough study of its 
form. Paraplegia which begins early and rapidly 
becomes total is due to an attack of oedema or an 
intraspinal abscess. The prognosis in such cases is 
good. Recovery will be complete in a few weeks or 
after from eighteen months to two years at the 
longest. Strict immobilization should be established 
and the patient carefully watched and given the 
attention which will help him to pass this difficult 
period. In some cases an intrathoracic abscess may 
be punctured. 

When, in the case of an adult, the paraplegia has 
disappeared and the Pott’s disease has run its course, 
an osteosynthesis should be done to enable the patient 
to lead a more active life. The authors have ob- 
tained a complete recovery in 90 per cent of such 
cases. In others, however, there have been persistent 
sequele due to more or less marked degeneration of 
the columns of the cord. 

Late paraplegia which becomes established slowly 
and increases progressively over a period of months 
or years is due to pachymeningitis. In such cases 
also, orthopedic treatment by immobilization should 
be given, but the prognosis is much less favorable 
than in the cases previously discussed. 
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In conclusion the authors state that they have 
become more and more convinced that surgical 
treatment should be replaced by strict immobiliza- 
tion. Auprey G. MorGan, M.D. 


Calvé: The Treatment of Serious Pott’s Paraplegia 
by a New Method (Traitement des paraplégies 
graves pottiques par un procédé nouveau). Arch. 
franco- belges de chir., 1926, xxix, 218. 

The most common cause of Pott’s paraplegia is an 
abscess in front of the cord. No relation can be 
established between the nature of the agent causing 
the compression and the clinical development of 
the condition. When orthopedic and climatic treat- 
ment fail to cure, an attempt should be made to drain 
the abscess surgically. For this purpose laminectomy 
and transversectomy have been proposed, but from 
a review of their results the author has come to 
the conclusion that they are not satisfactory. 

Calvé believes that an abscess in front of the cord 
should be drained by puncture in the same way as 
other cold abscesses. In a study made on the 
cadaver, he found that an antemedullary abscess 
can be reached by catheterizing the conjugate fora- 
men. A careful examination must be made first to 
determine the site of the abscess. ‘The guiding point 
in the localization of the conjugate foramen is the 
spinous process of the vertebra above. If the can 
nula is to enter the eighth foramen, the tip of the 
seventh spinous process should be used as a guide 
and the skin and deep tissues punctured two finger 
breadths outside this process. Calvé prefers to per 
form the operation under general anesthesia induced 
with ethyl chloride. He introduces a cannula which 
is curved in such a way that it can be passed around 
in front of the cord. If the pus does not drain well, 
it can be aspirated with a Luer syringe. The punc- 
ture is not dangerous if it is done properly. 

Ten cases treated by this method are reported. A 
complete and permanent cure was obtained in seven. 

Aubrey G. MorGan, M.)). 


Hibbs, R. A.: A Preliminary Report of Twenty 
Cases of Hip Joint Tuberculosis Treated by an 
Operation Devised to Eliminate Motion by 
Fusing the Joint. /. Bone & Joint Surg., 1926, viii, 


522. 


Hibbs describes fusion of the hip joint by an 
extra-articular method similar to that used in the 
treatment of tuberculosis of the vertebral articula- 
tions. 

An incision is made through skin and subcuta 
neous tissue from 2 in. behind and above the anterior 
superior spine, down over the great trochanter, 3 in. 
on the shaft of the femur, and the anterior three 
fourths of the trochanter with some of the cortex of 
the femur is separated without disturbing the muscle 
attachments. The capsule is then split and a por- 
tion of the cortex of the neck of the femur is re- 
moved. A fragment of ilium including the upper rim 
of the acetabulum is elevated and the trochanter is 
transposed by turning its lower end upward under 


the elevated mass of the ilium. The periosteum, 
muscles, and fascia are then sutured, the thigh being 
abducted 15 degrees and flexed 30 degrees. After 
the completion of the operation a previously pre- 
pared bivalve plaster spica is applied. 

In 90 per cent of the author’s twenty cases the 
operation has resulted in fusion with disappearance 
of the symptoms of active disease, which, to date, has 
lasted for periods of from six months to two and 
one-half years. 

The ages of the patients ranged from 4 to 31 years. 
The average duration of the disease before the oper- 
ation was eight and a half years. The patients had 
been treated by the author for an average of six 
years, and the majority had worn apparatus for 
many years. 

The fusion which has taken place appears to 
have been primarily of the transposed trochanter, 
the ilium, and the neck of the femur and secondarily 
of the remaining head and the acetabulum. 

Following the operation, immobilization in plaster 
spica was continued for ten months. 

ELven J. Berknetser, M.D. 


Fredet, P.: The Technique of Extracapsular Resec- 
tion of the Knee for White Swelling in the 
Adult (Technique de la résection extracapsulaire du 
genou pour tumeurs blanches chez l’adulte). J. di 
chir., 1926, xxvii, 241. 

Ixperience has shown that the best treatment for 
tuberculous arthritis in the adult is resection which 
arrests the tuberculous process without leaving 
fistulae. The synovia must be removed completely 
with all its diverticula. This means that it must be 
removed in one mass without being opened. No more 
of the bone should be sacrificed than is absolutely 
necessary; therefore the bone should not be cut far 
from the joint as is done in extra-articular operations. 
Before they are removed, the ends of the bones 
should be examined. 

The author’s extracapsular method has_ the 
advantage of removing all of the lesions as is done 
in extra-articular resections and of reducing the 
sacrifice of bone to the minimum as is done in intra- 
articular resections. 

The knee being in extension, an H-shaped incision 
is made with its longitudinal branches at the 
posterior border of the condyles and the transverse 
branch passing below the patella. If preferred, 
however, a U-shaped incision may be made with the 
longitudinal part of the U passing beneath the 
anterior tuberosity of the tibia. To aid in the re- 
adjustment of the tissues after the operation a line 
passing up over the patella from the middle of the 
horizontal branch is marked with the bistoury. 
This having been done, the knee is placed in flexion, 
the patellar ligament is sectioned and the meniscotib- 
ial and subquadricipital cul-de-sacs are dissected. 
Preservation of the patellar ligament facilitates re- 
pair after the operation. The details of the dissection 
of the cul-de-sacs of the synovia are shown by illus- 
trations. 
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Up to this point the joint has not been opened and 
the operation has remained aseptic. The isolation 
of the posterior part of the synovia necessitates 
opening of the joint. The joint is therefore opened, 
the muscles are detached, and the synovia is dissect- 
ed off and removed en masse. The bone is then sawed 
and all diseased tissue removed. Care is taken to saw 
the bone in such a way that the sawed surfaces can be 
adapted to each other with restoration of the align- 
ment of the limb. The leg is flexed so that it is 
straightened, and the tibia and femur are sawed in 
lines parallel with each other, regardless of the angle 
they make with the ends of the bones. There is no 
danger in this step if the soft parts of the popliteal 
space are protected. 

The soft parts are then restored to position with 
the aid of the guiding points established at the 
beginning of the operation and are sutured. Before 
the suturing of the soft parts the bones may be su- 
tured if this is desired; suturing is not necessary for 
consolidation, but helps to keep the bones accu- 
rately in place. If drainage is unnecessary and 
roentgenoscopy is possible to determine the position 
of the bones after the application of the cast, the 
bones need not be sutured. 

The wound is dressed and the limb placed on a 
Boeckel splint for a week until the dressing is dry 
and then placed in plaster for two months. Con- 
solidation usually occurs in two, but sometimes may 
require three, months. 

Since 1913, the author has performed this opera- 
tion in twenty-seven cases. There was no operative 
mortality. Secondary amputation was necessary in 
only two cases. One of the latter was the case of a 
61-year-old woman with a very serious osteosynovial 
tuberculosis and non-union at the end of eight 
months. ‘The failure of the operation was due to 
the extent of the lesion, not the age of the patient. 
The procedure is not contra-indicated by advanced 
age. The second amputation was done in the case 
of a man 25 years old. In the twenty-five other 
cases the resection was followed by bony consolida- 
tion with a straight limb and perfect function which 
enabled the patients to lead a normal life and several 
of them to do very hard work. 

Aubrey G. Morcan, M.D. 


Bloch and Cunéo: Osteomyelitis with Pseudar- 
throsis of the Tibia; Closure of the Fistula by 
Resection of the Bone Followed by Skin Graft- 
ing by the Italian Method; Bone Grafting by 
the Albee Method; Failure; Osteoperiosteal 
Grafting; Cure (Ostéomy¢lite avec pseudarthrose 
du tibia; fermeture de la fistule par r¢ésection osseuse 
suivie de greffe cutanée par la méthode italienne; 
greffe osseuse par le procédé d’Albee; echec; greffe 
ostéo-périostique; guérison). Bull. et mém. Soc. nat. 
de chir., 1926, lii, 501. 

The patient whose case is reported was a 25-year- 
old man who sustained a compound fracture of the 
tibia in a motorcycle accident. Soon after the injury 
the fracture was plated, but infection necessitated 


the removal of the plate. Several months later there 
was osteomyelitis of the tibia with pseudarthrosis 
and considerable sequestration. The sequestra were 
removed and the leg immobilized in a plaster cast. 
Healing progressed well, the suppuration diminished, 
and after a few weeks the patient was sent home. On 
his return several months later there was very little 
suppuration and the X-ray revealed no new seques- 
tration. Imperfect epidermization had occurred, 
however, and an area of skin about the size of the 
palm of the hand presented the appearance of a 
reddish cicatrix. 

When the fracture was explored under ether 
anwsthesia, a space of 2 cm. was found still to inter- 
vene between the tibial fragments. A pedicled skin 
graft from the left calf was applied and when the 
wound had healed the patient was again sent home. 

Two months later he returned for the repair of 
the ununited fracture. A curved incision was made 
circumscribing the margins of the pedicled graft, the 
ends of the tibial fragments were trimmed, and a 
sliding graft was then taken from the lower frag- 
ment and fixed in place with metal screws. 

By the end of three months non-union still per- 
sisted. When the tibia was again exposed under 
ether anesthesia, the Albee graft was found to have 
been transformed into a mass of fibrous-tissue. ‘This 
mass was excised, the old metal screws were removed, 
and an osteoperiosteal graft taken from the left tibia 
was fixed in place with two sutures of chromic cat- 
gut. Healing occurred by first intention. 

Four months later there was complete bony union, 
and one month later the patient was allowed to walk 
upon the leg without support. Healing had occurred 
in good position except for slight backward bowing. 
This result was obtained after thirty-two months of 
treatment. 

In the discussion of the report, LENoRMAMT ob- 
jected to primary closure of compound fractures. 

DvujJARIER stated that, according to the experience 
gained in the war, the best method of treating such 
injuries is débridement and suture as soon as possible 
after the injury. RoBINEAU agreed with Dujarier. 
LERICHE reported that he cleanses the wound, 
leaves it open, sutures the skin secondarily, allows 
the skin to heal, and after from ten to fifteen days 
unites the fracture by open operation. During the 
war he treated such fractures by immediate open 
repair and closure, but since 1917 abandoned this 
method because of the associated high incidence of 
infected and ruptured calluses. 

LAWRENCE Jacques, M.D. 


Lombard, P., and Lecéne, P.: A Giant-Cell Tumor 
of the Proximal End of the Tibia; Curet- 
tage; Osteoperiosteal Grafts; Result After Six 
Months (Tumeur a myé¢loplaxes de l’extrémité 
supérieure du tibia; evidement; greffes ostéo- 
périostées; résultat aprés dix mois). Bull. et mém. 
Soc. nat. de chir., 1926, lii, 207. 


A woman 24 years of age sought treatment for a 
swelling at the upper end of the left tibia. She had 
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had pain in this region for several years but the 
tumor had appeared only recently. 

The tumor was the size of a walnut, firm, and 
smooth, and medial to the patellar tendon. Pressure 
failed to elicit crepitation. 

The roentgenogram showed the upper end of the 
tibia to be invaded by a lesion which had destroyed 
the spongy bone but not the compact bone. 

At operation, the diagnosis of giant-cell sarcoma 
was confirmed by the finding of a large cavity filled 
with a brownish-black vascular tissue surrounded 
by a smooth limiting shell of bone. This tissue was 
removed, the cavity packed, and the wound closed 
pending examination of the specimen. Forty-eight 
hours later the cavity was filled by osteoperiosteal 
grafts obtained according to the method of Dela- 
géniére and a large pedunculated graft from the 
adjacent anterior muscles. ‘The wound was closed 
without drainage. Six months later the cavity had 
entirely disappeared. 

For the closure of large cavities such as the cavity 
described, the use of osteoperiosteal grafts seems to 
be the most uniformly successful procedure. In 
some cases, however, such cavities have closed  fter 
simple packing followed by infrequent dressings. 

The diagnosis of giant-cell tumors can be made 
with absolute certainty only by means of the micro- 
scope. Confusion with malignant tumors should not 
occur as the histological characteristics of giant-cell 
neoplasms are quite distinctive. 

The roentgenogram is of great aid but not entirely 
dependable. The giant-cell sarcoma does not per- 
forate the cortex of the bone and, except for the 
conditions resulting from spontaneous fracture, 
causes no adjacent periosteal reactions. 

The author calls attention to the remarkable 
results of X-ray therapy in these cases. 

In the discussion of this report, OMBREDANNE 
agreed with Lecéne that the name “sarcoma” 
should not be applied to giant-cell tumors. He sug- 
gested the term “haemorrhagic osseous dystrophy.” 

Ombredanne described the X-ray findings in true 
osteosarcoma as: (1) acrater-like projection formed 
by the surrounding periosteal reaction; (2) arbo- 
rescent shadows characteristic of a tumor undergoing 
ossification; and (3) radiating lines of ossification 
beyond the shadow of the bone, indicating periosteal 
involvement. The last may be observed in old cases 
of osteomyelitis, but in bone sarcoma is found within 
an excavation in the bone and not detached from its 
shadow. Apert F. De Groat, M.D. 


FRACTURES AND DISLOCATIONS 


Clavelin and Rouvillois: Three Cases of Dislocation 
of the Shoulder with Fracture of the Proximal 
End of the Humerus (Trois cas de luxation de 
Vépaule avec fracture de l’extrémité supérieure de 
Vhumérus). Bull. et mém. Soc. nat. de chir., 1926, lii, 
219. 


In the first case reported by the author there was 
a fracture of both the surgical and the anatomical 
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neck of the humerus. The dislocation was easily re- 
duced by slight traction on the arm and direct 
pressure on the head of the humerus. 

In the second case the fracture was at first un- 
recognized and attempts to reduce the dislocation 
completely separated the head of the humerus. It 
was therefore necessary to resect the head of the 
humerus by way of the axilla and replace the shaft 
in the joint cavity through an incision between the 
pectoral and deltoid muscles. Because of paralysis 
of the circumflex, from which recovery was only 
partial, the final result was somewhat compromised. 

The third case was that of a 63-year-old man with 
an impacted fracture which had remained undiag- 
nosed for ten days. As there was only a partial sub- 
glenoid dislocation, the treatment was limited to 
mobilization. ‘The final result was satisfactory. 

Attention is called to the difficulties of diagnosis. 
In none of these cases was the subacromical depres- 
sion characteristic of simple dislocations at all 
marked. 

In the discussion of this report LENORMANT stated 
that reduction of a dislocation complicated by frac- 
ture of the humerus is rarely possible by external 
manipulation. In five of his cases it was attempted 
without success. The first four cases were treated by 
resection of the proximal fragment with only fair 
results as the patients were well along in life. In the 
last case an open reduction was performed with a 
much better result Avbert F. De Groat, M.D. 


Schwartz, A.: Fractures of the Humerus with 
Immediate Radial Paralysis (Les fractures de 
Vhumérus avec paralysie radiale immédiate). Bull. 
et mém. Soc. nat. de chir., 1926, lii, 674. 

Schwartz defends expectant treatment of radial 
paralysis associated with fracture of the humerus, 
quoting numerous surgical and neurological authori- 
ties in support of his views. For cases in which the 
fracture requires open reduction or there is reason 
to believe that the nerve is caught between the 
fragments, he recommends immediate operation, 
but in cases without these indications he delays 
surgical intervention to allow for the spontaneous 
return of function, operating only when the neuro- 
logical findings at the end of ten weeks indicate the 
presence of a serious nerve lesion. 

In the discussion of this report DuJARIER opposed 
the views of Schwartz, advocating immediate oper- 
ative intervention in all cases. 

LAWRENCE JACQuEs, M.D. 


Conwell, H. E.: Fractures of the Surgical Neck 
and Epiphyseal Separations of the Upper End 
of the Humerus. J. Bone & Joint Surg., 1926, viii, 
508. 


In the author’s cases of fracture of the surgical 
neck and epiphyseal separations of the upper end of 
the humerus the closed method of reduction is al- 
ways attempted with the patient under general 
anesthesia and with the aid of a portable fluoro- 
scope. After the reduction, continuous traction is 
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applied for from sixteen to twenty days with the 
humerus in abduction and go degrees of external 
rotation. At the end of that time the patient is 
allowed out of bed with some form of abduction 
splint, and daily active and passive movement, 
diathermic treatment, and massage are begun. 
Open reduction has been necessary in only one 
case and in this instance no foreign material was 
inserted for fixation. ELven J. BerKHEIser, M.D. 


Brisset: An Unquestionable Case of Uncomplicated 
Anterior Dislocation of the Distal End of the 
Ulna (Un cas indiscutable de luxation isolée en 
avant de l’extrémité inférieure du cubitus). Bull. et 
mém. Soc. nat. de chir., 1926, lii, 158. 


Uncomplicated anterior dislocation of the distal 
end of the ulna is so rare that its occurrence has 
come to be regarded as problematical. However, it 
was described by Boyer on the basis of a dissection 
made by Desault and a personal case. 

Brisset reports another case with a photograph 
and roentgenogram. The subject, a man 50 years of 
age, fell while carrying a crate. The forearm was 
forced into extreme supination, as in Boyer’s case, 
with a cracking sound and violent pain. When the 
patient was examined an hour later, the distal end 
of the forearm presented, medial to the radius, a 
rounded projection formed by the head of the ulna, 
and posteriorly a depression proximal to the carpal 
condyle. 

The forearm was fixed in supination with the 
fingers flexed. 

Under anesthesia, reduction was easily accom- 
plished by extension and radial flexion of the hand 
followed by forced pronation. 

ALBert F. De Groat, M.D. 


Bressot: Fractures of the Base of the First Meta- 
carpal (Iractures de la base du premier metacar- 
pien). Bull. et mém. Soc. d. chirurgiens de Par., 1926, 
XVili, 425. 

Bressot reports twelve cases of fracture of the 
base of the first metacarpal. Four were of the intra- 
articular type of Bennett. In all of this group the 
fracture was received while the thumb was in abduc- 
tion. In two cases the fracture was produced by a 
blow in which the direction of the force was from 
without inward. Two of the patients fell upon the 
extended thumb. Bressot agrees with Niles and 
Strukers that the detached fragment varies in size 
with the degree of abduction present at the time of 
the injury, the greater the degree of abduction the 
smaller the fragment. 

In five of the cases there was a transverse extra- 
articular fracture. In all of these the thumb was in 
adduction and flexion and the force acted against 
the axis of the bone, fracturing it at its weakest 
point, the diaphyseal-epiphyseal limits. 

Two were cases of oblique extra-articular frac- 
tures received with the thumb in adduction and 
flexion, the force of the blow being expended on the 
axis of the bone. 


The author reports also one case of iracture of 
Roland incurred with the hand in extension and the 
thumb in slight abduction. 

On the basis of the pathological anatomy, Bressot 
divides fractures of the base of the first metacarpal 
into the intra-articular and extra-articular types. 
From the clinical standpoint, however, it is more 
practical to group the oblique extra-articular frac- 
tures with Bennett’s intra-articular fractures as 
both have about the same symptoms and prognosis, 
both are associated with displacement, and both 
heal with incapacity of from 10 to 15 per cent. In 
the transverse extra-articular type there is no dis- 
placement and the prognosis is good. 

The twelve cases reported were treated by splint- 
ing, but in the fractures with displacement no con- 
siderable reduction of the deformity could be ob- 
tained. Micnaet L. Mason, M.D. 


Vergoz: An Anatomicopathological Study of Frac- 
tures of the Pelvis (Des fractures du bassin; étude 
anatomo-pathologique). Rev. de chir., Par., 1926, 
xlv,273. 

The author limits himself to a discussion of the 
pathological anatomy of fractures of the pelvis and 
reports a number of cases. He admits that the 
study is not of great clinical or therapeutic interest 
since the treatment of fractures of the pelvis is direct- 
ed, not to the bone lesion, but to the complications 
it may cause and in many cases in which there are 
no complications the fracture may remain undiag- 
nosed, 

The purpose of the report is chiefly to call atten- 
tion to the insufficiency of simple roentgenography 
in these fractures. Stereoroentgenography is greatly 
superior as it shows the smallest details of lesions 
which are frequently not shown in the ordinary 
roentgenogram. Vergoz emphasizes the importance 
of stereoroentgenography as a basis for medicolegal 
opinion in cases of industrial accidents. 

Auprey G. Morcan, M.D. 


Farrell, B. P., von Lackum, H. L., and Smith, A. 
DeF.: Congenital Dislocation of the Hip: A 
Report of 310 Cases Treated at the New York 
Orthopedic Dispensary and Hospital. J. Bone 
& Joint Surg., 1926, viii, 551. 

Closed reduction was attempted in the treatment 
of 266 cases of congenital dislocation of the hip, in 
thirty-five of which the condition was bilateral. In 
the majority of the cases the Hibbs table was used 
and in six the Lorenz method was tried. 

In four cases reduction was effected by open oper- 
ation after failure of the closed method. In 39 per 
cent the hips remained in the acetabulum and there 
was a good functional result. 

Of 196 cases of unilateral dislocation, reduction 
was effected in 43 per cent, while of the cases of 
bilateral dislocation reduction with good function 
was obtained in only 27 per cent. 

In 5 percent of the total number of cases reduction 
was impossible. 
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Eighty-five and two-tenths per cent of the pa- 
tients were females. Fifty-five per cent were under 
5 years of age, 20 per cent between 5 and 6 years old, 
13 per cent between 7 and 8 years, and 12 per cent 
over 8 years. 

Reduction was obtained in 53 per cent of the 
patients under 5 years of age, in 43 per cent of those 
between 5 and 6 years of age, in 23 per cent between 
7 and 8 years of age, and in 32 per cent of those 
over 8 years of age. 

Reduction should be attempted at once, however 
young the patient may be. 

Anteversion of the neck of the femur is an im- 
portant factor. In some cases, osteotomy may be 
necessary to obtain and maintain reduction. 

ELVEN J. Berkuetiser, M.D. 


Galloway, H. P. H.: The Open Operation for Con- 
genital Dislocation of the Hip: Special Refer- 
ence to the Results. J. Bone & Joint Surg., 1926, 
Vili, 539- 

Galloway describes an operation which is advo- 
cated as simple, safe, and reliable especially in 
the cases of children under 3 years of age who 
have not been subjected to treatment by manipu- 
ation. 

In the cases of adolescents and adults in which 
formerly an arthrodesis was done the author now 
either turns down a layer of bone from the ilium or 
forms a new acetabulum. 

The age of choice for open reduction is between 
the twentieth month and the second year of life. 

Since 1920, the author has operated upon thirty- 
eight hips in the manner described. In four cases 
the operation was bilateral. In fifteen hips a cure 
was obtained, in eighteen the result was good, and in 
five the result is doubtful. There have been no 
known failures. 

With the exception of a 4-year-old child, the 
patients who were cured were between 17 months 
and 2'% years of age, while those who had a good 
result were between 3 years and g months and 29 
years. 

In several of these cases an arthrodesis was done, 
in others a Dickson operation was performed, and 
in others the head of the femur was implanted in 
a newly constructed socket in the ilium. The group 
of cases with doubtful results included one case in 
which the head of the femur was in the socket only 
when the thigh was rotated internally; another in 
which one hip was replaced but the other hip became 
redislocated; a third in which the operation was per- 
formed too recently to permit an opinion as to the 
outcome; a fourth in which motion is good in one 
hip but restricted in the other; and a fifth in which 
pulmonary tuberculosis and otitis media have 
developed and there is considerable restriction of 
motion in the hip. 

The open operation is not recommended to sur- 
geons who feel satisfied with the results they are 
obtaining by manipulation. 

ELVEN J. BerKHEISER, M.D. 
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Jones, R. W.: Spontaneous Dislocation of the Hip. 
Brit. J. Surg., 1926, xiv, 30. 

The author stresses the importance of sponta- 
neous dislocation of the hip by pointing out that 
among 5,908 patients there were twenty-seven cases 
of spontaneous dislocation and only two of trau- 
matic dislocation. 

The article may be summarized as follows: 

1. Spontaneous dislocation of the hip is secondary 
to muscular derangement, and not to bone or joint 
lesions. Flexion alone or adduction alone may cause 
subluxation, but cannot produce complete disloca- 
tion. 

2. Paralytic dislocation occurs usually in lower 
neuron lesions when the extensors and abductors are 
paralyzed and the flexors and adductors unopposed. 

3. Paralytic dislocation may occur in upper neu- 
ron lesions if there is over-activity of the flexors as 
well as of the adductors. 

4. Spontaneous dislocation in infective arthritis 
of the hip is due to muscle spasm of the flexors and 
adductors with atrophy of the extensors and is 
sometimes aided by bone destruction. 

5. Complete dislocation rarely occurs in chronic 
hip infections because there is less muscle spasm. 

6. Spontaneous dislocation must be distinguished 
from congenital dislocation with secondary paraly- 
sis, myopathy, and infection. This may be difficult 
if shortening of a paralyzed limb has occurred be- 
cause of atrophy and failure of development. It is 
especially difficult in the case of a child with a 
congenital dislocation who subsequently develops 
poliomyelitis. In such cases, however, the skia- 
gram which shows the typical femoral head and the 
deficient acetabulum is a valuable aid in establishing 
the correct diagnosis. 

7. The condition can be prevented in both paraly- 
sis and infection by preventing flexion-adduction 
deformity and by restoring muscular balance. 

8. Though most cases can be improved, corrective 
treatment as a whole is unsatisfactory because in 
many cases the dislocation is associated with other 
irreparable damage. 


Bertocchi, A.: Monocondylar Fractures of the 
Femur (Contributo allo studio delle fratture mono- 
condiloidee del femore). Chir. d. organi di movi- 
mento, 1926, X, 429. 

Fractures of one condyle a~ he arest form of 
fracture of the femur. Before‘. ant septic era they 
generally caused death from sepsis of the joint. 
About thirty cases have been reported in the liter- 
ature. The author reports the case of a man 42 
years of age who sustained such a fracture in an 
attempt to kick a door open. He held his foot in 
dorsal flexion, the knee flexed, and the leg slightly 
rotated outward, and kicked the door with his heel. 
When, on the fourth blow, the door opened, he 
suddenly felt an intense pain in the region of the 
external condyle and his knee immediately began to 
swell.. He went to bed and applied compresses, but 
after twenty-four hours the knee was twice its nor- 
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mal size. The pain extended to the entire external 
surface of the knee. 

Roentgen examination in the frontal position 
showed marked irregularity of the lateral condyle at 
the most distal part of its external border. The 
external and posterior part of the external condyle 
was lacking and the joint line was suddenly inter- 
rupted. The patella was slightly displaced upward 
and outward, and there was a semilunar fragment 
in the interarticular space, almost completely out- 
side the median line. 

A diagnosis of partial endosynovial fracture of the 
external condyle of the femur was made and the 
semilunar fragment removed. 

Histological examination of sections of the exter- 
nal condyle showed in the part immediately below 
the sulcus of the popliteal muscle a spongy nucleus 
of a roughly prismatic form which was made up of 
a system of short laminz connected with each other 
by delicate trabeculae. The direction of these 
laminz was almost vertical and was independent of 
the system of lamina which follows the chief lines of 
force. It is not known why the laminz of this seg- 
ment of the external condyle are not arranged per- 
pendicularly to the joint surface according to the 
usual law. It is probable, however, that the erect 
position and the function of the popliteal muscle 
were important factors in the formation of the 
groove for the insertion of the muscle and the devia- 
tion of the laminz in this segment. 

The article contains diagrams showing the 
mechanism by which the sudden and violent exten- 
sion of the knee acted upon this segment. The fact 
that there is such a segment with lines of force dis- 
tinct from those of the rest of the condyle has a 
bearing on the disputed question of the origin of 
free joint bodies and tends to support Barth’s theory 
that free joint bodies are of traumatic origin. In the 


region under discussion a fragment can be broken 
off by trauma so slight that it may be unnoticed. 

The symptoms of fracture of the condyle are the 
usual symptoms of fracture in the region of the knee 
joint, viz., pain in the joint, loss of function, which is 
generally complete, and the rapid development of 
hemarthrosis with swelling which deforms the joint 
and renders palpation impossible. Complete frac- 
ture of the condyle causes enlargement of the 
transverse diameter of the knee and abduction or 
adduction of the leg depending upon whether the 
external or the internal condyle is injured. The pain 
on pressure is generally at the site of the fracture, 
but may be at the site to which the fragment is dis- 
placed. In complete fracture, crepitation can gener- 
ally be felt, but in comminuted fracture the frag- 
ments are generally displaced in the recesses of the 
joint. The roentgen picture is of great aid in the diag- 
nosis, especially in comminuted fractures. With the 
aid of pneumarthrosis the fragmentse an usually be 
demonstrated even if they are largely cartilaginous. 

In partial fracture of the condyle in which the 
fractured fragment is not absolutely necessary to the 
joint surface, arthrotomy with removal of the frag- 
ments is indicated. As in fracture of the patella, it 
is best to evacuate the joint beforehand by puncture 
if there is excessive distention and defer operation 
for several days in order to give the tissues time to 
recover. Movement should be begun from ten to 
twelve days after the operation. Anglo-Saxon sur- 
geons greatly favor arthrotomy with longitudinal 
division of the patella. 

When the author saw his patient about a year 
after the operation the knee joint was apparently 
enlarged from slight hypertrophy of the thigh, but 
flexion to 50 degrees and complete extension were 
possible and the patient has resumed his hunting 
and mountainclimbing. Auprey G. Morcan, M.D. 
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BLOOD VESSELS 


Meisen, V.: Injection Treatment of Varicose Veins 
and Their Sequelz (Eczema and Ulcus Cruris), 
Clinically and Experimentally. Acta chirurg. 
Scand., 1920, |x, 435. 


The effect of injections of strong hypertonic solu- 
tions (20 to 50 per cent) of salicylate of sodium into 
the veins was first studied by Meisen in experiments 
on horses at the Royal Veterinary School of Copen- 
hagen. 

The injection was followed by the immediate for- 
mation of a red thrombus which firmly adhered to 
the intima of the vessel. The wall of the vessel 
showed filling of the vasa vasorum, ocdema, and 
bleeding into the adventitia. After twenty-four 
hours the thrombus was compressed like a wax cast 
and could be removed only with instruments. On 
the sixth day, organization began. 

In patients showing marked dilatation of the 
femoral saphenous there is sometimes an ascending 
phlebitis of a chemical nature with or without 
thrombus formation. Embolism is never scen and, 
on account of the very firmly adherent thrombus 
and the ambulatory treatment, is not likely to occur. 

In the examination for varicose veins the patient 
should stand on a low table or a high chair in order 
that the functional condition of the veins and the 
presence of degenerative lesions of the skin (eczema 
or ulcer) may be easily determined. The injection is 
usually best begun at the inner side of the tibial con- 
dyle where several tributaries meet and the tension 
is often highest. The needle is introduced while the 
patient is standing and several drops of blood are 
withdrawn to make sure that the needle has entered 
the varix. The patient is then asked to lie down, the 
leg is elevated, and from 3 to to c.cm. ofthe fluid 
are injected. Immediately thereafter the skin and 
surroundings of the varix are infiltrated with about 
10 c.cm. of physiological sodium chloride solution 
in order to neutralize any possible leakage of the 
vein. While the leg is still elevated, a gauze dressing 
and elastic webbing are applied. These are worn by 
the patient until the next injection, which, as a rule, 
is given two days later. 

The only complication of the treatment is necrosis 
caused by the evacuation of the syringe outside the 
vein. ‘This is without danger but of long duration 
and quite disagreeable. It should be avoided. 

Fifty cases have been treated in this manner, all 
with complete success. Chronic eczemas and ulcers 
from ten to twenty years old have been completely 
cured, and there have been no recurrences. 

The author believes that eczema and ulcer repre- 
sent merely different stages of a degenerative change 
in the skin due to a local area of varicose veins in the 


vicinity or at the base of the ulcer. Sometimes these 
are the only varicosities present. Frequently they 
are invisible and their presence can be determined 
only by close palpation while the patient is standing 
with his weight on the diseased leg. 

The injection treatment is more frequently appli- 
cable, more convenient, and apparently much less 
dangerous than the previous operative treatment. 
Varicose veins should be treated earlier than has 
been the custom heretofore, at any rate treatment 
should be instituted as soon as the complications 
the eczema and ulcer—appear. 


Renck, G.: Aneurism of the Renal Artery, Par- 
ticularly from the Roentgenological Viewpoint. 
Acta radiol., 1926, cvii, 309. 


The author reviews forty cases of renal aneurism, 
twenty-two of which were considered to be cases of 
genuine spontaneous aneurism. Three such cases, 
of which Renck gives a detailed report, have been 
studied roentgenologically at the Maria Hospital, 
Stockholm. ‘The first one has been previously re- 
ported by Key and Akerlund. 

In the roentgen picture, which was uniform in the 
three cases, the calcified renal aneurism appeared as 
a round or oval shadow ranging from about the size 
of a pea up to that of a walnut and having a dense, 
distinct outline and a transparent center. The 
aneurism was situated in the renal hilus. Pyelog- 
raphy showed that it was outside but close to the 
pelvis, causing a more or less distinct defect in the 
pelvic shadow 

In conclusion the author discusses various kinds of 
ring-shaped shadows in the kidney region which must 
be differentiated from those of aneurism of the renal 
artery. 


BLOOD; TRANSFUSION 


Opitz: Blood Transfusion in Pediatrics (Die 
Bluttransfusion in der Pediatrie). Monatsschr. f. 
Kinderheilk., 1926, xxxi, 306. 

The results of transfusion depend upon the choice 
of donor and the technique. The author always uses 
the Nuernberger three-drop test and before the 
transfusion injects from 10 to 20 c.cm. of the donor’s 
blood as a preliminary test. The quantity of the 
preliminary injection is important. In the case of 
an infant there was no sign of haemolysis after the 
injection of 4 c.cm., whereas after the injection of 
10 c.cm. there was severe hemoglobinuria. There- 
fore in the cases of infants the amount of the pre- 
liminary injection should never be less than roc.cm., 
and in the cases of older children it should be even 
larger. Examination of the urine, observation of the 
child, and the temperature curve after the test will 
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show the specific reaction. Only in the most urgent 
cases may this test be omitted. 

Consanguineous blood is not necessarily better 
tolerated than other blood; only the blood structure 
is decisive. In pediatrics the method of choice is 
indirect transfusion. After shaving of the skin and 
rubbing it with xylol it is usually possible to find a 
superficial vein on the skull which can be used for 
the injection without exposing it. Because of the 
associated danger of suddenly overloading the right 
heart, the external jugular vein should not be em- 
ployed for large transfusions. Deaths following the 
injection of 30 c.cm. have been due to this compli- 
cation. 

Intrasinus injections should be given only by 
those who are expert in the procedure. 

The addition of sodium citrate to the blood is 
preferable to defibrination as it causes less injury 
to the cells. A 2.5 per cent solution is best, as late 
coagulation occasionally occurs when a 2 per cent 
solution is used. The quantity should be one-tenth 
the quantity of blood. This amount is safe. Sodium 
citrate has no effect upon the resistance of the 
erythrocytes. 

The author successfully transfused twenty-four- 
hour-old blood in two cases, sixty-eight-hour-old 
blood in one case, and eighty-five-hour-old blood in 
one case. In one instance, however, haemolysis 
occurred when fifty-hour-old blood was used, where- 
as the same blood, when only sixteen hours old, was 
well tolerated. Accordingly, blood that is more 
than two days old should not be used. 

In almost every case several transfusions were 
given from the same donor and in only two cases 
was there any difference in the effect of the second 
transfusion as compared with that of the first. The 
author does not believe that antibodies are formed 
as the result of a previous transfusion. From one- 
filth to one-third of the total volume of blood of the 
recipient was given. When there is circulatory 
weakness only small amounts should be given, but 
these should be administered daily. When it is 
necessary to give oxygen, the blood to be injected 
should be thickened to three-fourths or two-thirds 
its volume by withdrawal of the plasma. Even large 
transfusions may be given twice weekly. 

In the cases of children it is best to express the 
effect of transfusion in per cent of the patient’s 
blood volume or the number of erythrocytes per 
cubic millimeter of the patient’s blood (Halbertsma). 
Fever often develops, particularly when transfusions 
of 100 c.cm. or more are given. In more than 200 
transfusions there was only one death from hemoly- 
sis. However, even when the donor i is selected with 
great care and a careful teehnique is used, death 
results in a certain number of cases following the 
injection of even small amounts of blood. Lues 
should be excluded by a Wassermann test, and do- 
nors with evidence of illness should be refused. 
Tuberculosis can be excluded clinically; the author 
has never known of a case in which this condition 
was transmitted. 


The effect of a transfusion depends upon its sub- 
stitution and stimulation action. The transfused 
erythrocytes remain alive for some time. There is 
always a sudden increase in their number which 
corresponds to the amount of blood given and re- 
mains constant for weeks. Their number is again 
increased only by another transfusion. When slight 
hemolysis occurs, there is no improvement in the 
condition of the blood and no stimulation effect. 

Evidences of a substitution effect of transfusion 
are anisocytosis, poikilocytosis, polychromasia, and 
disappearance of the normoblasts. When stimula- 
tion results from the transfusion this embryonic 
condition of the blood is increased. 

Absence of stimulation is evidenced in the white 
blood cells by rapid disappearance of the immature 
cells and leucocytes. 

Metabolism studies (nitrogen determinations) 

show that nearly all of the protein introduced with 
the blood is retained. The increase in the nitrogen 
excreted in the urine following the injection of whole 
blood is due to the plasma components. In the 
non-coagulable protein bodies the changes are the 
same after the transfusion of whole blood as after 
the injection of plasma alone. On the other hand, 
the breaking down of erythrocytes causes a definite 
eruption. 

With regard to the urobilin metabolism it was 
found that in one case the increase in the excretion 
of urobilin was less after the injection of whole 
blood than after the administration of plasma; in 
another it was one-twentieth the quantity of uro- 
bilin calculated from the quantity of haemoglobin 
administered; and in a third, the daily excretion of 
urobilin decreased definitely after a large trans- 
fusion. These facts indicate that the erythrocytes 
remain alive. 

Of course, in addition to its substitution effect, 
the administration of proteins plays a part in 
stimulating hematopoiesis. Moreover, it supplies 
the elements for the formation of erythrocytes. 
Consequently the number of erythrocytes is in- 
creased above the number transfused. As a result 
of the improvement in the blood supply due to the 
increase in the erythrocytes and the blood pressure, 
the function of the bone marrow is improved. Upon 
this depends the influence of the transfusion upon 
the leucocytes and blood platelets. The effect 
exerted by the transfusion through the components 
of the plasma are as follows: 

1. An effect favoring coagulation, due to the 
administration of substances causing coagulation. 
The intravascular introduction is more effective in 
this respect than the extravascular, and large 
amounts of blood are more effective than small 
amounts. 

2. An increase in resistance. This is manifested 
by the non-occurrence or rarity of infections in ali- 
mentary and post-infectious anamia. It may be 
explained by the administration of immune bodies 
with the plasma. Therefore, in the cases of young 
children who lack a plentiful supply of antibodies, 
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it might be beneficial to give an injection of the 
protective blood of an adult. 

3. Improvement in bodily vigor. 

The effects of transfusion are therefore: (1) sub- 
stitution, (2) stimulation of the bone marrow, (3) 
the supplying of protein elements, (4) the supplying 
of fluid, (5) an increase in the blood pressure, (6) 
hamostasis, (7) an increase in resistance, and (8) 
an increase in bodily vigor. 

The indications should be definitely established. 
Uncomplicated haemorrhagic anemia is rare in 
children. ‘Transfusion has a good hemostatic effect 
in cases of hemorrhage from the stomach and 
intestinal tract and is of value as a pre-operative 
measure. In alimentary anawmia, it has given 
excellent results. When the hematopoietic centers 
are already greatly stimulated (the embryonic type 
of blood) it is best to prevent further stimulation 
and to strive only for substitution therapy by 
means of large transfusions. In such cases stimula- 
tion therapy (intramuscular injections of blood or 
the use of an unsuitable donor) often fails, while a 
large transfusion will prove beneficial. 

When only stimulation therapy is required, the 
blood should not be injected intravenously or in 
small amounts. In such cases, transfusion should be 
done when the number of erythrocytes is very small, 
that is, not over 1.5 million per cubic millimeter, or 
when, in the absence of a marked change in the 
number of erythrocytes, an unfavorable effect is 
exerted upon the condition of the blood and the 
general condition by an infection, or when other 
treatment has been without effect or life is threat- 
ened by a recurring infection. 

Transfusion is indicated in anamia following an 
infection even when the condition is of slight degree 
since in such cases it is desirable to increase the 
‘patient’s resistance as well as the number of erythro- 
cytes. This is important especially in anaemia asso- 
ciated with pyuria and erythrodermia. In America, 
transfusion is used less frequently in anemia but 
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more frequently, preceded by venesection, in infec- 
tious processes, intoxications, and burns. As the 
result of such treatment the mortality of alimentary 
toxicoses has fallen from 73 to 39 per cent. The best 
results should be obtained by this method in 
erysipelas. The author does not believe this is the 
case since in septic processes transfused erythrocytes 
are quickly destroyed. In some infectious processes, 
however, good results have been obtained with the 
blood of convalescents, In atrophy the extravas- 
cular injection should have the same effect as the 
intravascular administration. 

Transfusion is most beneficial in the hemorrhagic 
diatheses (melwna neonatorum). In light cases, 
the injection may be given intramuscularly. In 
severe cases of hemophilia, pseudo-hamophilia, and 
purpura fulminans, transfusion is of great value. 
In leukemia and lymphosarcomatosis it is without 
effect. Intraperitoneal injections have practically 
the same effect as intravenous injections. Resorp- 
tion of the erythrocytes may be demonstrated after 
a few hours. In general, total resorption requires 
from three to four days. The rapidity of resorption 
depends upon the condition of the circulatory 
organs, the fluid requirements of the body, the 
differences in pressure between the thoracic and 
abdominal cavities, and the degree of intestinal 
peristalsis. 

It is possible that, because of the delay in coagula- 
tion, citrated blood may favor the formation of 
adhesions. Without doubt, defibrinated blood is 
safe. The donor must be carefully chosen for these 
injections as when quick absorption occurs hmol- 
ysis may result. ‘The author usually prefers the 
intravascular injection; he uses the intraperitoneal 
injection only when the former is technically im- 
possible and the circulation has already been 
weakened. 

In conclusion Opitz states that it must always be 
borne in mind that transfusion may not be an en- 
tirely harmless procedure. Hempeet (Z). 
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OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Haberer: Sparing of the Tissues During Operations 
(Gewebsschonung bei Operationen). 50 Jag. d. 
deutsch. Ges. f. Chir., Berlin, 1926. 


Haberer emphasizes the importance of sparing 
the tissues during operations. The chief requisite is 
asepsis. In addition, the loss of blood must be kept 
minimal by dissection upon an anatomical basis. 
Every form of tearing and crushing with blunt 
hooks is to be avoided. When a great deal of blunt 
and finger dissection is done, the tissues are not 
spared sufficiently. In some conditions, however, 
the use of the finger is unavoidable. 

The same principles that apply to operations on 
the internal organs apply also to the opening up of 
phlegmons. The care that is exercised by all sur- 
geons in operations upon joints should be given also 
in operations at other sites. When these basic 
principles are applied, the wounds will heal better, 
thrombosis will occur less frequently, and the 
danger of embolism will be reduced. In the author’s 
opinion, postoperative pneumonia is frequently of 
an embolic nature. When the tissues are not 
handled gently, infections, the formation of adhe- 
sions after laparotomies, and thickening and tumor 
formation in cicatrices are more common. The 
observation of the basic principles mentioned does 
not require a slow and hesitating procedure at 
operation; only care is necessary. 

The author recommends advanced courses for 
surgeons. He emphasizes the value of a study of the 
work of surgeons who have acquired great technical 
proficiency and experience in special fields. This 
would lead to simplification and certain uniformity 
of technique and the compilation of statistics based 
upon similar principles and indications which would 
do more than previous statistics in solving obscure 
problems. 

In the discussion of this report, Kauscu stated 
that he doubted whether it is possible to prevent 
the formation of adhesions by gentleness in operative 
technique as he has observed adhesions at relaparot- 
omies after simple and gently performed appen- 
dectomies. 

Haberer replied that at any rate it eliminates one 
of the causes of adhesions. He is aware, however, 
that adhesions have several causes, among which is 
a constitutional predisposition. STETTINER (Z). 
McWilliams, C. A.: Free, Full-Thickness Skin 

Grafts. Ann. Surg., 1926, lxxxiv, 237. 


The author has found full-thickness skin grafts 
more satisfactory than Thiersch grafts in that they 
do not ulcerate and contract, allowing shrinkage of 


the underlying tissue. Careful attention to details is 
necessary. By means of an inflatable rubber balloon 
devised by Ferris Smith, definite even pressure can 
be maintained over the graft until new blood 
vessels are formed connecting it to the underlying 
tissue. 

Autografts are always chosen. Fresh sterile opera- 
tive wounds and finely granulating (sterile) areas - 
are equally successful as beds for the graft. Fresh 
fat and bones bare of periosteum are usually not 
suitable. Free full-thickness grafts should be used 
in areas where contractions are to be avoided, as 
about the eyes and joints. The fat should be re- 
moved from the graft with a knife. Pinching of the 
graft is to be avoided. In order to preserve normal 
tension so that the capillaries will remain open the 
graft should be cut of exactly the same size as the 
area it is to cover. Perforations are not necessary. 
The graft should be sewed in all about the edges 
carefully with close interrupted stitches in order to 
maintain normal tension, and an even firm pressure 
of 30 mm. should be applied upon it by means of an 
inflatable rubber balloon. Absolute immobilization 
is necessary for at least five days. There is no limit 
to the size of the grafts which may be successfully 
transplanted. 

Free full-thickness grafts are successful when 
applied to fresh muscle and fascia, including peri- 
cranium and periosteum, to bared sheaths of ten- 
dons, whether granulating or fresh, to palmar 
fascia, to fine, clean granulating areas generally, 
except in the neck, and in the defects produced by 
the surgical removal of rodent ulcers. 

Marcus H. Hoparr, M.D. 


Gwyn, N. B.: Postoperative Pulmonary Complica- 
tions: A Study from the Surgical and Gyneco- 
logical Records of the Toronto General Hospital 
and from Those of the Department of Pa- 
thology in the University of Toronto. Canadian 
M. Ass. J., 1926, xvi, 772, 893. 


Postoperative pulmonary complications may be 
looked for after any operation, even an operation 
performed in a perfectly clean case considered to be 
a good risk. ‘They are most common after opera- 
tions on the abdomen, but occur also after operations 
on the extremities, the removal of varicose veins, 
dissections, and chipping of bone. In many cases 
thrombo-embolism seems to be the evident cause, 
whereas in others fat embolism may be suspected. 

The most common complication is lobular pneu- 
monia. If embolic accidents are not considered, it 
appears that operations done under general anes- 
thesia are more liable to be followed by this form of 

ulmonary irritation than those performed under 
ocal anesthesia. 
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In the lobular pneumonia following operations, a 
seasonal incidence is apparent. In some particulars, 
the clinical course of postoperative lobular pneu- 
monia differs from that of the usual infectious 
lobular pneumonia. 

There are three groups of postoperative pulmo- 
nary complications: (1) early irritative lobular 
pneumonia, fat embolism, and collapse of the lung 
which occur in the first seventy-two hours; (2) 
gross embolic conditions developing late after the 
operation, usually ending fatally, and constituting 
one of the chief causes of sudden death after opera- 
tions; and (3) minor embolic conditions occurring 
late after operation, associated with pleural pain, 
and running a less severe course than the gross 
embolic conditions. 

Empyema and pleural effusion are usual conse- 
quences of bronchopneumonia or embolism. Abscess 
occurs somewhat more frequently after postopera- 
tive bronchopneumonia than after infective bron- 
chopneumonia. It may also follow non-fatal embolic 
infarction. The chief cause of abscess is aspiration. 

Early fever after operation, late lung symptoms, 
pleural pain, and sudden death should suggest 
embolism. Phlebitis in association with such condi- 
tions completes a well-known picture. Early fever 
and no lung signs in the absence of operative com- 
plications should suggest thrombophlebitis. 

The use of the term ‘minor embolism” in 
diagnosis is urged. Postoperative pleurisy with pain 
suggests minor embolism as pleural pain is rarely 
present in postoperative bronchopneumonia or gross 
embolism. The consolidation associated with these 
pleurisies is the result of infarction. Cases with 
acute pleural pain usually terminate in recovery. 

Fat embolism and massive collapse of the lung 
are conditions which should be included in every 
study of postoperative pulmonary complications. 
A unilateral consolidation should always suggest 
collapse or infarction. The position of the heart, 
trachea, and diaphragm should be determined in 
every case of consolidation in order that massive 
collapse may not be overlooked. . 

Postoperative pulmonary complications probably 
have many causes. The relation of most abscesses 
of the lung to inhalation seems clear. Minor and 
gross embolism, constituting one-fifth of all post- 
operative pulmonary complications, are due to 
thrombosis which is more often hidden that appar- 
ent. 

The seasonal incidence of bronchopneumonia 
suggests that the shock of the operation, heat loss, 
or exposure predisposes patients to a prevailing 
infection. However, if this were true the incidence 
of proved lobular pneumonia would be greater after 
the use of local anesthesia. Minute emboli, thrombi, 
or fat particles from the site of the operation may 
lodge in the lung in numbers and cause numerous 
small infarctions. The development of postoperative 
bronchopneumonia may then be determined by the 
addition to these infarctions of inhaled ether and 
secretions. According to one theory, interstitial 
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injections of saline solution into the chest play a 
part in the development of postoperative complica- 
tions. Cardiac weakness may be another factor. 
It is possible also that congestion and inflammation 
are favored by the interference with respiration 
produced by abdominal incisions. A certain number 
of cases of very acutely developing broncho- 
pneumonia are probably due to fat embolism. In 
unilateral consolidations with more severe symp- 
toms, massive collapse should be suspected. 

No special line of treatment can be urged. 
Embolic lesions cannot be foreseen or prevented. 
In a small but fairly fixed percentage of cases the 
development of bronchopneumonia cannot be pre- 
vented by the greatest care in the pre-operative and 
postoperative periods. Joun J. Matoney, M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Schiassi, B.: The Vitalistic Method in the Treat- 
ment of Certain Surgical Infections. Ann. 
Surg., 1926, Ixxxiv, 305. 

For the treatment of infections in which the local 
phenomena are most dominant Schiassi advocates 
the “vitalistic method,” a procedure based upon the 
production, by physical methods, of a convenient 
renewal of the blood corpuscles and serum in the 
region of the focus of infection. Such a mobilization 
of corpuscular energy, constantly renewed, develops 
within the focus a most valuable defensive and 
reparative action due not only to the passive 
hyperemia, but also to the whole reaction of the 
circulatory phenomenon which is composed of both 
active and passive hyperemia. The plasmatic ele- 
ment is also of value in that it will aid the processes 
of defense and purification. ‘Transpiration must be 
prevented in order that there may be accumulated 
in the part a greater amount of serum which, in 
bathing the underlying tissues, will further aid the 
purification process. 

Heat is applied by means of hot packs, poultices, 
or baths. For the hot baths, a hypertonic salt solu- 
tion at a temperature of 38 to 38.5 degrees C. is used 
to produce an intense exosmosis from the infected 
region, which accentuates the local purification 
process and the expulsion of noxious substances 
from the wound. The baths are continued for from 
four to seven hours. Such prolonged immersion 
stimulates the production of new tissue which takes 
place slowly because all formative metabolic proc- 
esses are slow. 

The baths are given daily, and in the intervals 
between them the affected part is elevated and kept 
covered with an absorbent dressing. 

Infections such as malignant pustule, cervical and 
axillary adenitis, appendicitis, mastoiditis, otitis, 
and salpingitis are usually benefited during the first 
days of their development by the application of hot 
packs or poultices. Hot packs are applied in the 
form of several layers of linen or woolen cloth wrung 
out of water at a temperature of 38 to 39 degrees C. 
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and covered first with rubber sheeting large enough 
to extend several inches beyond the margin of the 
dressing and then with a tight bandage to hold the 
rubber sheeting in close apposition with the skin and 
render the affected surface as air-tight as possible. 
Over this dressing the electric heater is applied or 
the rays of a heating lamp are allowed to converge 
uninterruptedly for from five to seven hours. 

As a general rule it is best, after the first treat- 
ment, to wait for from twelve to fifteen hours 
before giving the next treatment. 

In conclusion the author emphasizes the impor- 
tance of obtaining absolute impermeability of the 
area treated and of watching for indications for 
drainage. ANTHONY I. Sava, M.D. 


Davidson, E. C.: Sodium-Chloride Metabolism in 
Cutaneous Burns and Its Possible Significance 
for Rational Therapy. Arch. Surg., 1926, xiii, 262. 


From a study of the chloride metabolism of thirty- 
one burned patients the author draws the following 
conclusions: 


1. The lowering of the whole blood and plasma 
chlorides was significant. 

2. The fall in the blood chlorides was not wholly 
explained by the alteration of the renal threshold, 
the diet, fever, exudation, blood concentration, or 
vomiting. 

3. There was evidence suggesting retention of 
sodium chloride. 

4. The diminished sodium chloride output in the 
urine was due, not to primary kidney change, but 
to a lowering of the plasma chlorides to a level below 
the renal threshold. 

5. The disturbance of chloride metabolism seemed 
proportionate to the amount of tissue which had 
become devitalized. 

6. The retained chloride was not present in the 
blood in some undetermined form. 

7. There was evidence of increased protein catab- 
olism. 

8. The observations suggest the administration 
of sodium chloride to correct the deficiency. 

Marcus H. Hopart, M.D. 
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ROENTGENOLOGY 


Tsuzuki, M.: Experimental Studies on the Bio- 
logical Action of Hard Roentgen Rays. Am. J. 
Roentgenol., 1926, xvi, 134. 

Normal rabbits were irradiated entirely with the 
hardest rays such as are employed in so-called 
modern deep therapy and the biological actions upon 
the internal organs were studied as to their varia- 
tion from the normal. The doses applied were 
measured as accurately as possible upon the surface 
of the animals and in the various organs, and were 
varied in the different experiments. Observations 
of their effects were made at intervals to ascertain 
both the immediate and the subsequent reactions. 

It was found that the hardest rays had a very 
marked effect upon the rabbits. A single irradiation 
of over 4o per cent of an erythema dose on the backs 
of the animals sooner or later resulted in death. 

Both gross and minute changes were noted and 
tabulated in detail. The important histological 
changes in the internal organs were as follows: 

In the lymphatic system there was a destruction 
of lymphocytes followed first by phagocytosis and 
later by a process of proliferation of reticulo- 
endothelial cells and a regeneration of the lympho- 
cytes. The lungs, after heavy irradiation, showed 
hyperemia, oedema, and serous exudation, but 
these diminished rapidly and were followed by an 
increase in the pigment cells. In the lungs of the 
animals which died in exhaustion a congestion 
resembling pneumonia was often observed. In the 
liver and kidneys there was acute parenchymatous 
degeneration followed by recovery within a few days. 
In the animals which died in exhaustion atrophy of 
the parenchyma was seen, the degree of which was 
proportionate to the intensity of the involvement 
of these organs. In the suprarenal capsule, the fat 
content in the cortex was gradually reduced, but 
the animals which recovered regained the normal 
quantity. The testes showed signs of degeneration 
immediately after heavy irradiation, but marked 
changes began only after an interval of one or two 
weeks. In the bone marrow, destructive phenomena 
were noticed, immediately after the irradiation, but 
regeneration occurred after a few days, with a 
gradual increase in the pigment cells. 

In one series of experiments the rabbits were 
irradiated continuously until they died. When 
more than too per cent of an erythema dose of 
roentgen rays was given on the back the animals 
became sluggish and drowsy and their breathing 
became accelerated. On further continuous irradi- 
ation, these phenomena became more marked; the 
legs became unable to support the weight of the 
body, breathing became more accelerated, and 


cyanosis of the lips appeared. The animals were 
finally exhausted and reacted only to the strongest 
stimuli. Because of the loss of general muscular 
tonicity, they were unable to stand in a normal 
manner, and occasional twitching of the legs was 
observed. Just before death the respirations 
became of the Cheyne-Stokes type, there was 
hemorrhagic frothing from the mouth, and tonic 
spasms of the legs occurred. The gross and micro- 
scopic changes in these animals are described in 
detail. They were all severe and distinctive. 

In conclusion, the author summarizes the effects 
produced in various tissues and organs and discusses 
them in comparison with the findings of other 
observers. Avotean Hartrunc, M.D. 


Nemenow, M. Y.: A Contribution to the Biological 
Action of Roentgen Rays. Brit. J. Radiol., 1926, 
XXXi, 302. 


In ror1o the author expressed the belief that the 
effect of the roentgen rays is non-specific, and that 
the nature of the changes produced within a cell 
depend, not upon the rays, but upon the qualities of 
the tissue subjected to the radiation. Roentgen rays 
are able to produce in a cell only such changes as 
are peculiar to that cell in the process of a physio- 
logical fading of its life. A number of examples are 
cited to prove this contention. 

In Nemenow’s opinion, the vital energy of a cell 
is more or less rapidly exhausted under the influence 
of the roentgen rays, and this rapidity depends on 
the dose of radiation to which the cell is subjected. 
The cell both ages and perishes more rapidly, but it 
perishes exactly in the same way as it would have 
perished if it were to die a natural death. 

If the fact be accepted that the roentgen rays 
produce an aging of tissue (the intensity of this 
aging depending on the dose of radiation and the 
sensitivity of the tissue), it follows that there is a 
period when these tissues undergo a wave of pro- 
gressive development. This has been proved by 
experiments on plants. Under the influence of the 
rays the cells rapidly exhaust all of their vital 
energy. The less vital energy a cell contains the 
sooner it ages and the sooner it ceases to exist. 
Therefore the conclusion appears logical that the 
older the cell, the more sensitive it must be to the 
effect of the roentgen rays; old cells possess a smaller 
amount of vital energy than young cells. 

This apparently is contrary to the general belief 
that young cells are especially radiosensitive. ‘The 
seeming contradiction is explained by the difference 
between absolute age and age as related to the life 
cycle of the cell. The author holds that cells in a 
condition of karyokinesis are old cells and as such 
are particularly susceptible to radiation. ‘This offers 
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an explanation for the successful results obtained 
with fractional doses. Under the influence of every 
separate radiation, the cells which prove to be in a 
condition of karyokinesis are killed. 

In conclusion, Nemenow attempts to explain 
known facts relative to the seminal cells and their 
reaction to radiation. ApotpH Hartunc, M.D. 


Holfelder, H.: What Bases of Modern Deep Ther- 
apy Shall Be Accepted in the Treatment of 
So-Called Internal Diseases? Acta radiol., 1926, 
vi, 583. 

Modern deep therapy is based, not on the use of 
the strongest doses, but on the most careful con- 
sideration of the overlying and neighboring connec- 
tive tissue and the greatest possible avoidance of 
collateral injuries and undesired after-effects. 
Roentgen treatment in internal medicine is in the 
same degree deep therapy as the roentgen therapy 
of malignant tumors. In roentgen therapy in the 
field of internal medicine the principle of single 


dosage is not applicable, nor is spatial homogeneity 
of the efficacious dose on the site of the disease, es- 
pecially on a reactive organ, of much importance. 

On the other hand, roentgen therapy in the field 
of internal medicine has by no means turned to 
account the advantages which are involved in the 
three greatly stressed principles: (1) the gentlest 
possible treatment of the skin and the layers of the 
body covering the disease focus, (2) the gentlest 
possible treatment of all parts and organs of the 
body which are not directly attacked, especially the 
radical limitations of the part of the body irradiated, 
and (3) the systematic time apportionment of the 
roentgen dose with due attention to the degree of 
reaction in both the preceding and the present 
irradiation. 

These facts are discussed with regard to the treat- 
ment of leukewmia. Reference is made to the 
possibilities of roentgen therapy in internal medicine 
that have not yet been turned to account at all or 
have been realized only partially. 
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CLINICAL ENTITIES--GENERAL PHYSIO- 
LOGICAL CONDITIONS 


McIntosh, J. A.: Etiology of Granuloma Inguinale. 
J. Am. M. Ass., 1926, \xxxvii, 996. 


Granuloma inguinale is manifested by a granulom- 
atous proliferation and ulceration of the cutaneous 
and subcutaneous tissues about the inguinal region, 
often extending down to involve the external genitals. 
Observations made in fifteen spontaneous cases of 
granuloma inguinale in negroes are reported. 

Typical Donovan bodies were found in direct 
smears from lesions in fourteen cases and were grown 
in pure culture from eight of these. The cultivated 
organism always presented similar morphological 
and cultural characteristics, and morphologically 
was similar to Donovan bodies seen in direct smears 
from the lesions. ‘Typical lesions with elevated, 
granulomatous, slightly ulcerated surfaces oozing 
sanguinolent fluid were present in ten cases, and 
atypical, excavated ulcers in five. In ten cases the 
inguinal region was involved. In one case a typical 
lesion was observed on the neck. The duration of 
these lesions ranged from three weeks to thirteen 
years. 

In the exudate obtained by aspiration of the 
lesion with a large-bore needle and syringe, large 
mononuclear cells were most numerous, while in 
that from the surface, polymorphonuclears were 
most numerous. 

When a 3-mm. piece of granulation tissue taken 
from the inguinal lesion in a spontaneous case con- 
taining Donovan bodies was planted subcutaneously 
into the right inguinal region of another patient, it 
produced, in a period of six weeks, a new granulom- 
atous ulcer raised above the level of the adjacent 
skin which itched, oozed thin, sanguinolent fluid, 
and yielded a pure culture of Donovan bodies. 

On the basis of the generally accepted criteria of 
specificity first stated by Koch, the study reported 
in this article tends to prove that the Donovan body 
is the cause of granuloma inguinale. ‘The organism 
was demonstrated in the lesion in fourteen of fifteen 
cases; it was obtained in pure culture in eight of 
these cases; a tissue graft from a spontaneous case 
in which Donovan bodies were demonstrated and 
from which they were isolated in pure culture repro- 
duced the disease in a person not previously exposed 
in any way to the possibility of spontaneously con- 
tracting this disease; a pure culture of the Donovan 
body was again obtained from the experimental 
lesion; and in both the spontaneous and the experi- 
mental cases antibody production against the cul- 
tivated Donovan body was demonstrated by the 
presence of agglutinins, precipitins, globulin changes, 
and skin sensitiveness. 


This is the first report of a successful experimental 
transmission of granuloma inguinale from one sub- 
ject to another. 

The author has found brilliant cresyl blue dye dis- 
solved in physiological sodium chloride solution a 
rapid and satisfactory stain for Donovan bodies 
when used without fixation and dehydration. 

Morris H. Kann, M.D. 


Adami, J. G.: Concerning the Nature of Malig- 
nancy. Med. J. & Rec., 1926, cxxiv, 189. 

Virulent bacteria growing in the body lead to cell 
necrosis. Less virulent strains of the same bacteria 
or less virulent bacteria stimulate cell growth. The 
growth continues only as long as the bacteria 
producing it remain alive. In general, it does not 
become autonomous. 

The theory that malignant growths may be 
induced by bacteria is supported also by the studies 
of vegetable growths made by Smith, who isolated a 
bacillus which produces similar tumors when inocu- 
lated into other plants. 

Chicken sarcoma with its ultramicroscopic filter- 
able virus is another outstanding condition which 
has been the subject of remarkable investigations. 

It is often impossible to state, even on the basis 
of a histological examination, whether a tumor is 
benign or malignant. All benign growths may take 
on the nature of a malignancy. So benign a tumor 
as a chondroma may form metastases. Twin 
teratomata, filial teratomata, teratoblastomata, blas- 
tomata, and the hyperblastoses are types of tumors 
which make it impossible for the pathologist to 
recognize a common origin for all the various orders 
of growth. The assumption of malignancy is not 
confined to any one order but may be present in all. 

Not all malignant tumors have a like causation. 
While it is wise and proper to investigate the 
various factors, it is unwise to become obsessed with 
the idea that the solution of the cancer problem is 
to be reached by proclaiming and investigating one 
mode of causation only. Taking everything into 
consideration, the wiser and more fruitful course at 
the present time is the study not of what originates, 
but of what ends, cancer. 

Wittram E. SuAckLeton, M.D. 


GENERAL BACTERIAL, PROTOZOAN, AND 
PARASITIC INFECTIONS 


Franke, F.: The Formalin Treatment of Echino- 
coccus (Die Formalinbehandlung des Echinokok- 
kus). Zentralbl. f. Chir., 1926, liii, 1080. 

In the treatment of echinococcus cyst recom- 
mended by Franke the contents of the cyst are 
destroyed and, after suture of the opening made by 
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the puncture or the incision, the cyst is allowed to 
remain. 

The technique is very simple. 

Following exposure of the cyst through an ab- 
dominal incision, the rest of the abdominal cavity is 
carefully walled off. The cyst is then punctured with 
a medium-sized cannula to determine the character 
of its contents. If it contains nothing but clear fluid, 
the latter is withdrawn as completely as possible 
and the cyst filled with a 1 per cent aqueous solution 
of formalin. After from five to seven minutes the 
formalin solution is withdrawn through the cannula 
which has been allowed to remain in place, the 
puncture wound is closed with a pursestring suture, 
and the abdominal incision is sutured. The amount 
of formalin still remaining in the cyst will be suffi- 
cient to kill the echinococcus without fail. 

When the contents of the cyst are a thick fluid, 
the cyst is filled with a 5 per cent solution of formalin 
in glycerin which, because of its specific gravity, will 
sink to deepest recesses. 

When the cyst is filled with daughter cysts, it is 
incised, thoroughly cleaned out, and filled with the 
formalin and glycerin solution. The latter is then 
removed with the exception of a small quantity, and 
the cyst reduced in size, if possible, by resection of a 
part of its wall and invagination with sutures. The 
abdominal wall is then closed with the exception of 
a small space which is left open for the insertion of 
a drain. 

When the contents of the cyst are purulent, the 
cyst is irrigated with the aqueous solution of forma- 
lin until the return flow is clear. It is then sutured 
to the abdominal wall and a drain is introduced 
through the abdominal wound. 

The advantages of this procedure are its simplic- 
ity, the relative rapidity with which it may be per- 
formed, the avoidance of poisoning by drugs, the 
prevention of haemorrhage, effusion of bile, and pus 
formation, the rapidity of recovery, the prevention of 
recurrence, and the absence of the danger to life 
which is associated with the usual drainage treat- 
ment. NEvuPERT (Z). 
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SURGICAL PATHOLOGY AND DIAGNOSIS 


Eden, R., and Herrmann, E.: The Effect of the Tox- 
ic Products of Protein Catabolism Resulting 
from Burns (Ueber die Wirkung der bei Ver- 
brennung entstehenden giftigen Eiweissabbau- 
produkte). Deutsche Ztschr. f. Chir., 1926, cxciv, 303.. 

The authors are of the opinion that the cause 
of the signs of poisoning due to the breaking down of 
proteins which occurs in burns is the end-product of 
the protein catabolism, particularly the groups rich 
in diamino acids Studies were made on the sera of 
eight patients with second-degree burns and twenty 
rabbits. The viscosity, refraction, rate of sedimenta- 
tion of the erythrocytes, and hydrogen-ion concen- 
tration were determined. Chemically, in addition to 
several determinations of the phosphorus content, 
the total calcium content and the content of ionized 
forms of calcium and potassium were estimated. 
The findings are summarized as follows: 

1. The refraction of the serum is increased. 

2. The viscosity is increased. 

3. The speed of sedimentation of the erythro- 
cytes is markedly increased. 

4. The hydrogen-ion concentration showed an 
increase toward alkalinity. 

5. The ionized calcium shows a decrease while 
the total calcium remains stationary. 

6. With increased alkalinity of the serum the 
ionized calcium increases. 

The authors conclude that the refraction and vis- 
cosity of the serum following a burn indicate a 
change in the protein combinations in the serum. 
For the most part these changes may be described 
only as colloidal and no specific significance may be 
attached to them nor to the rate of sedimentation of 
erythrocytes. The refraction and viscosity suggest 
only that colloidochemical changes have occurred 
in the blood or serum. 

In comparing their findings with those of Zondek 
the authors come to the conclusion that a vagotonia 
is produced by the products of protein decomposi- 
tion in burns. Grass (Z). 
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